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ABSTRACT
The Factors Affecting Maternal and Patenal Postpartum Depression
Krem Beng¢ kensoy
June 2017,102Pages
The aim of this study is to compare the postpartum depression (PPD) level of the

mothers and fatherandto determine théactors affecting?PD level. The sample of
the study consistef 70 married couples (70 female and 70 male) who had a baby
during the lastl2 months and living inGiresun province Turkey. Socio-
demographical informatiorofm, Marital Life Scale (MLS), Multidimensional Scale
of Perceived Social Support (MSPSS), dfdinburgh Postnatal Depression Scale
(EPDS) were usedfor data collection.PPD levelis found to havea negative
significant relationship with marital satisfaction and perceived social sufypant
the family butnot from friends and significant otheThere is a significant positive
correlation between PPD levels of spouses. PPD level was found not to be
significantly related to education level, income level, time passed since delivery, and
genders, and to have significant positive relationship with ade/earsof marriage
for women, and with age at marriage, number of people living in the house and
number ofdependants fomen.The findings of the study suggest that fathers should
not be neglected at the clinical setting when the mother is diagnoséallanedd-up

for PPD.

Keywords: Postpartum depression, Marital satisfaction, Perceived social support.
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CHAPTER |
INTRODUCTION
1.1.ResearchTopic and Problem

Postpartum depression (PPD) is a mental disorder that develops due to
biological, psychological and sociocultural factors, lasts féorey time, disrupts
mother and family health, requires treatment and is often not recognized by health
care workers (C°mert Okutwucu, 2013).

The woman and her husband face physical and psychological changes with new
roles and responsibilities in thp@stnatal period, and these changes can create stress
in the emotional, behavioral and cognitive domains. Ttamsito parenting is a
critical stage and women may experience emotional problems such as anxiety, stress
and PPOJFormanet al, 2000; Soeétal., 2003).

Having a child is ot only a gain for the womabut alsomany of the losseand
thechangeselated to identityguch ashanges in the form of body by pregnancy and
birth, decreased sexual attractiveness, loss of personal space sthéhserthere is a
loss in memory, loss of job, occupational status or occupational expectations, loss of
friends, he transition from the role of independent woman to the role of traditional
woman whichleads to some changes beyond personal refdtips (Baor and
Soskolne, 2010; Ulukavak, 2004Accordingly, PPD can be regarded as a grief
reaction against the losses which experienced with pregnancy an@gMacArthur
et al, 2002).

In this period, when many women believe they should be happyfabeguilty
because they carry depressed feelings, cause them to hide their symptoms and make

the PPD easilynnoticed G¢ | seren, 1999) .



According to Wee et al. (2011), a result of widespread belief that only women
are affected by PPD, and a langember of studies on this topic have focused on
women. However, there are a number of problems that men have to overcome as
well as women in this period.o create the necessary mental/emotional resources to
establish a safe and supportive relationshijn wie child, helping the new baby care
and supporting the mother in her new role, difficulty in adapting to the changes that
will occur rapidly with the birth of the baby, and new requests to face with
fatherhoodare jud some of the problems that tfaher has tavercome (Fletcher et
al., 2006).For this reason, these and similar problems that must be overcome by men
face men with a range of psychological disorders as well as women, and depression
also occurs in preand posfpartum periods on men (Weekal, 2011).

Psychological situations of thparentshave a major roleni the social and
cognitive development of childremn this direction, it is necessary to follow and
support the fathers in the postpartum period. First of all, the knowladge
awareness of the health professionals should be increased and the situation of the
fathers should be closely monitored in the postpartum period together with the
mother in order to eliminate this problem.

1.2. Aim of the Study

The aim of this stdy is to compare the PPD levels of the mothers and fatbers
determine the relationship eten the PPD levels of paired coepbnd the risk
factors
1.3.Research Questions
1. Is there a significant difference between PPD levels of women and men?

2. 1s there a significant relatiship between PPD levels of paired cagd

3. Is there a significant relationship between PPD and marital satisfaction?



4.1s there a significant relationship between PPD and social support?
1.4.Sub-Questions of theReseach

1.Is there a significant relationship between marital satisfaction and social support?
2.1s there a significant relationship betwdgdDand ag@e

3. Is there a significant relationship betw&dPDand education level?

4. Is there a significant relatiship betwee®PDand income level?

5. Is there a significant relationship betw&dPDand time passed since the delivery?
6. Is there a significant relationship betw&dPDand length of marriage?

7. Is there a significant relationship betwédPDand nunber of people living in the
house?

8. Is there a significant relationship betw&dPDand number of dependants?
1.5.The Importance of the Research

PPD is a serious family health problem. In the literature, it is stated -@&&02
of the parents exgrienced emotional problems after the bi{@elkowitz and Milet,

2001; Tam et al 2002; Gacet al, 2010; Weeet al, 2011; Mattheyet al, 2003).
Strikingly, studies have reported that nearly 60% of couples are found to have
depressive symptoms in abkt one partner in the last period of pregnancy or in the
early postpartum period (Kim ar&Wwain, 2007; Goodman, 2004).

Many studies on the subject over the past 60 years have focused on the negative
effects of maternal PPD on child development (Kamd Swain, 2007). Prenatal
anxiety and depression have been suggested to be one of the strongest predictors of
PPD (Gotlib et al, 1989; Hannalet al, 1992).1t has been detected that if not
intervened during pregnancy, in the following years behaviaral emotional
problems can be revealed in the children of the mothers whose depression continues

during the postpartum perigBeck, 1998; Field, 2011).



Gao et al. (2009) reported that fathers experienced stress and depression as well
as mothers irthe postpartum period. In recent years, researchers have focused on
studies that investigate the effects of paternal depression on the baby and child
development. It is thought thgtaternal PPD may ffect fatherbaby bonding
negatively and may lead to pshopathology in childhood such as behavioral
disorder, hyperactivity, anxiety, depression, delayed speech in the future period
(Musseret al, 2013; Ramchandast al, 2005;Goodman, 2004; Ramchandatial,
2008a; Ramchandaat al, 2008b).

Unlike in maternal PPD, findingare not easily recogniable and progress is
slow in paternal PPD. Depression is often seen at a later date than when it occurs in
the mother. Stress due to changes in social and economic circumstances may mask
the symptom®f depression (Schumacher et, &008). This can lead tihe serious
changes on fathers in the postpartum periodetiongoverlooked ando inadequacy
of screening, diagnosis and treatment of degion.

PPD, which may initially be insidious, may besoloked, especially if it is mild
to moderate, and the patient's search for help is not supported. In these cases, PPD
may persist for a long time and eventually become more severe as hospitalization
becomes necessaryor this reason early diagnosisis s ent i all ( Kar amus
andTomruk, 2000).

Diagnosis and treatment of paternal PPD is vital to prevent negative
consequences that may be experienced. This study is important for determining the
PPD levels of parents and risk factors of PPD.

1.6. Assumptions

In this study, the following assumptions were made.



1. In this study, it is assumed that the participants gave sincere and correct answers to
the measuring instruments applied during the research.
2. Marital satisfaction of partners Wbe determined by Marital Life Scale (MLS),
perceived social suppoltvels by the revised form oMultidimensional Scale of
Perceived Social Support (MSPSE8FD levds by Edinburgh Postnatal Depression
Scale(EPDS)
3. Perceived acial supporievels d partners are examined in three slilmersions
Family, friendssignificant other
1.7.Limitations
1. The current study is limited to wom&mo gave birthbetweenMarch 2016 and
March 2017, anapply to the Giresun University (GR@BynecologyObstetric and
Pediatrics Training and Research Hosp#aat to the family health centers in the
province of Giresumand their husbands
2. The variables are limited to PPD, marital satisfaction, and social support
dimensiongescribed in the theoretical sectiomaociedemographic information.
3. The researcis limited to the information collected by the scales
1.8. Theoretical Framework
1.8.1. PostPartum Depression

The period that starts with the birth of the placenta, followed by the changes
occung in the motherdés body reverting 1is
period which includes the puerperium and also the breastfeeding period is an
important process where psychiatric disorders can qddewport et al., 2002)This
process is chargarized with certain changes. Physiologically, the uterus, the vagina
and other genital organs enter a regressing process and return to tpeegmancy

states while the mother experiences a difficult and progressive process in which new



roles and respwsibilities are gained. These newly gained roles create a certain degree
of stress and anxiety in the motherMu c uk and .Ghkelnental stake0 0 2)
changes that may emerge during this period affect the person's life activities, social
life and interpergnal relationships negatively after a certain pdqivans et al.,
2001) First document that are still relevant belonged to Hippocrates and Tortula
(C°mert Ok ulh u8an Esquerd attBijuted the etiology of ghmartum
mood disorders to differemircumstances of lactatiogi\yvaz et al., 2006)Pitt also
suggested PP» a different disorder from classical depressive disorders, and it is
not hormonal changes accompanying birth but rather as a nonspecific stress response
( Ko c a ma n o jQthar researbh@rs, yuch as Dalton, have argued that hormonal
changes and especially the sudden drop of progesterone levels at birth are
responsible for the development of PPOIC® mer t Okwut ucu, 2013)

During the pogiartum period parents have to give child care, create a safe
environment for the baby, communicate with the baby, learn new roles, develop
family sensitivity and cope with the problenistioe baby. Therefore, the ppartum
period may turn into a crisis for the familyMany women easily adapt to
physiological, psychological and social changes that come with pregnancy and birth.
However, women who fail to adagmre prone to develogmotional problems
(Be¢yé¢ kkoca, aiWigitdg, 2000aMudulandG ¢ |, 2002)

Depression, in both preand pogpartumperiods is a serious disorder that can
affect men just as it affects wom¢Wee et al., 2011)A father candidate to gather
the mental and emotional resources to build a safe and supportive relationship with
his child is at least as important as providing care to the newborn and supporting the

mother with her new role. However, he faces fatherhood without being ready for the



changes that wild.l come with theshbwibyds b
face(Fletcher et al., 2006

The strong relationship of the father's depression with the mother's depression
has significant ef f e cbeisg(Goauman,2004)A fatllies h e a |
with depressiorct an i ncr ease t hedeprdssiom ornttheeHild; ivihr e mo
parents with dgression can possevere social, psychological and cognitive threats
for the child. Onhe other hand, a healthy fathtean assume a protective role over
the harmful effects of Id(Rletccheanetalh2006bs depr
1.8.1.1. Definition, Diagnosis Criteria, Differential Diagnosis

Postpartum periodsidefined as a process that refers to a period®iveeks,
starting from the separation of place(®gvaz et al., 2006; Eren, 200

Depression is a term used in response to the Latin "depresus” connotation, which
means downward suppression. In the medical literature, depression is a condition that
includes general unhappiness, indifference, fatigue, excessive sadness and sorrow,
loss of pleasure, introspection, social isolation, invalidity, feeling of ineffectiveness
(Serhan, 2010)

With PFD several symptoms can be observed such as; feeling of worthlessness,
anxiety and panic attacks, feelings of guilt, feeling like cryamrguncontrollable
crying, retardation in movement and speech, agitation or hyperactivity, eating
disorders (eating too little or too much), sleep disorders, confusion, forgetfulness,
loss of energy and motivatiofeel of loneliness fear of loss of contl of fear of
insanity, selfdoubt, feeling helplessness, social withdrawal, loss ofestéfem, loss
of energy and motivation, loss of libido, memory impairment, apathy towards the
baby, worrying about the baby, harming the b@kijonsoa et al 2000; War, 2005;

Aktak, 2008)



Current studies base their definition of paternal PPD on the definition of
maternal PPDDiagnostic and Statistical Manual of Mental Disordéfi$th Edition
(DSM-V) defines PPD as major depressive episode that occurs inatiemin the
first four weeks after birth. According to DSM, major depression diagnostic
criteria can also be used for fathéfgnerican Psychiatric AssociatioAPA, 2013)

For the same diagnostariteria that areised with mothers to be used with merth

their validity must be tested, as risk factors differ between mothers and fathers. For
example, it is documented that in fathers, PPD progresses more slowly and may
occur within a yeafMatthey et al., 20000 Consequent | vy, the ter
fr st four weeks after bir(KimandS8waw 20060t be s

Diagnosis of PPD requires clinical interview. However, due to conducting
clinical interndews with all women in the pgsartum period with psychiatric
symptoms being dith time consuming and economically costly, it is thought to be
more appropriate to use the guigkd lowcost screening tools to address the
problem(Evins and Theofrastous, 1997; Henshaw Blidtt, 2005) There are some
standard selfeport screeningobls developed for this purpose that can be ueed
assess the mental state of a mothEnese screening tools that aim to assess
depressive symptoms can give information about the degree of the psychological
discomfort and determine if the motheas PPDCox and Holden (1987) developed
the EPDSwith the idea that using a specific scale in studies on PPD would lead to
more accurate results. In 1994, Cox stated that the scale could also be used to detect
depression in father¢ C° mer t Ok u ERDS uha pagédivalidity and
reliability test inthe United States of AmericdJ$A) and norEnglish speaking
countries, and has been validated for nfledoka and Petroub, 2011; Murray and

Cox, 1990) In Turkey, validity and reliability study of the Turkish versiof EPDS



was conducted by Engindeniz at (1997) who stated that it could also be used to
determine depressive fathers but it would require reliability and validity studies to be
conducted on this field.

The term used for psychiatric disorderghadifferent clinical appearances is
APostpartum Rastpatumdmod disordees raré classified according to
their severity, characteristics, treatment and prognosipasgpartumblues (PPB)

PPD and postpartum psychof®PP)( G¢ | s e r RabinsorlafddSeewart, 1986)

It may be difficult to distinguish PPD in the first weeks because symptoms such
as lack of libido, sleepindisorders may be seen RPB PPB generally emerge
within the first three to five days after birth. Symptonmadyally fade and are
expected to disappear after two weeks. If the symptoms persist after two weeks, and
apathy towards the baby, loss of energy, alterations in the moodddesl;the
mother should be monitored and controlled regarding the fE?&em andBez,
2009)

In clinical pictureof PPD, sadness and apathy towards the baby are preliminary
and suicidal tendencies are less preseRR PPPis characterized with delusions
and hallucinationsPPPis the most severe psychiatric disorder theduos in the
postpartum period G¢ | s e B)eTime mothér ghay possess thoughts of harming
her baby(Ahokas et al., 2000}t usually starts within -3 weeks following birth and
lasts for 23 months and requires urgent treatment. The patient should lteaidio
the hospital be ensured to not harm themselves or the baby.
1.8.1.2.Prevalence

In studies using standard diagnostic methods in the American and European
populations, the prevalence of PPhas been reported as 4.8.5% (Evins and

Theofrasb u s , 1 9 9 7 ;Spidvagelh1899#nd ia selieport scale studies, as
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%3-42 (Georgiopolos et al., 1999; Dennis et.al2004) Yonkers et al. (2001)
reported %5.2 prevalence of PPD in a study based on the-I¥S#fteria in
postpartum period whit 802 women in the USAChandran et al. (2002) found that
the prevalence of PPD was 11% in a study conducted with 359 women in India
according tolnternational Statistical Classification of Diseases and Related Health
Problems Tenth Edition(ICD-10) diagnosic criteria. Kitamura et al. (2006) reported
PPD prevalence as 5% in a study conducted with 290 women using|D8M
criteria in Japan.

In Turkey, the prevalence of PPD raddeetween 21.2% and 54.2% in studies
conducted with selff epor t scal es (Knandé et al .,
evaluaed by EPDS, it was found that PRaffected 17.5% of participant{g&ren,

2007) In another groupthis rate was 35.5% G¢ | n a.r 2018.tIn aadtudy
conducted in Konya, the prevalence of PPD was 19.4%z d e mi r elha al . ,
study conducted in Trabzon province center, this rate was found as high as 28.1%
(Ayvaz et al., 2006)In a similar study conducted in province center in Samghis

rate was 23. 1% ,(i{nShe provence ofdBornoa z mi r2 P9942 ) wa s
(¢Ceber et SakhryajtwaR®8¥2(Durai and Kutlu, 2010andin a study
conductedn a semiurban are@n Manisg the prevalence was 36.9% (Erbay, 2002).

In theliterature, the incidence of BPRin fathers vaes significantly. In a study
conducted on 312ustralianfathers, 18.6% exhibited depressive symptoms (Boyce
et al., 2007) In studies evaluating the rate of depression in the first 12 months after
birth in menwho had new children in the USAlifferent results wer®btained
ranging from 4% (Ramchandani et al., 2005) to 25% (Soliday, 1999). In the study of
Lane et al. (1997) in Irelandate of paternal PPD was 1.4%m andSwain 2007).

In the compilation of 43 articles published by Paulson &ademore(2010),
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prevalence of PPD was found to be 23.8% in father and 10.4% in mothers. These
figures are the result of studies conducted up to a year after the birth. In the same
compilation, the highest rates were found betweé&nn®onths postpartum, which is
26% for men ad 41% for women. In the study conducted by Pinheiro et al. (2006) in
Brazil, PFD was found in 26.3% of mothers and 11.9% of fatli&m and Swain
2007) In the study conducted by Serhan et al. (2013) in Turkey PPD was seen in
9.1% of mothers and 1.8% &dthers who participated. Most of these studies were
conducted on small sample sizes. From this perspective, the study of Rachandani et
al. that was conducted on 12,884 fathers is of great importance.
1.8.1.3.Risk Factors

Although it is not know precisely in the literature, rapid physiological and
hormonal changedglifficulty of adapting tochanging family life, and to aew role
psychologicdly and socially history of depression or depression that starts with
pregnancy and persists through fpastum periodare thoughto increase the risk of
PPD. However, which risk factors are more effective depends on the individual
(Amankwaa, 2003; ¥zdemir, 2007; Annagg¢r,

One of the most comprehensive studiesrevealfactors responsible fothe
occurrence of PPDOvas conducted by Beck (2001); after the maatalysisof 84
studies the most important risk factors of PPD were found as:
1. Presence of prenatal depression and anxiety
2. History of depression
3. Stress related to child care
4. Lack of social support
5. Stressful life events

6.PPB
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7. Problems with spouse/partner

8. Low selfrespect

9. Baby with difficult temperament
10. Marital satisfaction

11.Unwanted or unplanngategnancy

Goodman (2004) defined three important markeeg tan be used to foresee
patern&dPPD:

1 If the father has previouslyeendiagnosed witldepression,

1 If the mother hadlepression iprenatalor early postpartum period

1 Quality of the relationship between spoussgpeciallyin the first year after

birth.

Having PPD in the partner is considered to be the most important risk factor for
development of paternal PR@oodman, 2004)Other risk factor®f paternal PPD
include low socioeconomic status, being raised by asiegnt, being the partner of
a single mother, becoming a father for thestf time, and inadequate familial and
community supportsystems(Kim and Swain, 2007; Goodman, 2004; Paulson and
Bazemore, 201Q;etourneatet al., 2012)

1.8.1.31.Biological and Physiological Factors

Physiological and hormonal changes in women during pregnancy, childbirth and
postpartum period develop rapidly enough to force the limits of physical adaptation
capabilities of women. Many studies report that sudden changes in estrogen and
progesterone levelaffect PPD(Bakaya, 2002; MaureB p ur e j et al ., 2 C
2008) In the postpartum period, hypofunction of the thyroid gland can also cause

depression( Luc as et al ., 2001; Wi s s &imitar et al
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hormonal mechanisms are thought tcalsorelatalbe to the fathes (Kim and Swain,
2007)
Parents having history of depression have a high risk of relapse due to stress and
anxiety( At asoy et al ., 2004; Takdemir et al
If the baby requires frequent feeding and care during the dasl] reduce the
mot h er 6 of timehalonatiom forresting andsleepingif the mother does not
have social support. In a study, mothers reported fatigue, exhaustion and tiredness
due to experienog insomnia, difficulties on transition to sleggmdhaving less time
to sleep, thus exhibiting more severe symptoms of depreddsmontier, 2008)

1.8.1.32. Psychesocial Factors

Parent candidates experiencing severe anxiety about the baby, the childbirth or
their roles after childbirth, beingafjnosed with depression during any trimester of
the pregnancy may pose a risk of PHBerhan, 2010; Mer et al, 2006;
Limlomwongse andLiabsuetrakul, 2006Henshaw et al., 2004

Changes in thevork life of the parentsiuring pregnancy and afteirth such as
leaving work, change of job, change of position at work, increase of responsibilities
and expenses, acquiring new roles as a parent and experiencing difficulties adapting
to them, fulfilling the needs of their other children will cause parém feel under
pressure psychologicalyyar, 2005 T ¢r ki s20@nl é et al

The socal support provided bgocial circles and relativesf the parents helps
them toovercome pregnancgnd postpartum periods without turning into a crisis.
The lack of social support in the postpartum period may cause difficulties for parents
to adapt to the new roles, problems in infant care, communication problems due to
increased tension between partn@mankwaa, 2003; Uyar2005; Limlomwongse

andLiabsuetrakil, 2006)
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If the pregnancy is unplanned, the parents will not be ready and have difficulties
assuming their roles as mother and father, thus their relationship with the baby will
suffer and they will struggle caring the baby resulting them to epm=r depressive
symptoms. If the parents do not receive adequateséng, training or support
during the first pregnancies, if the mother has complaints such as nausea or vomiting
during the pregnancy, if there is a risk of miscarriage or there arglications with
the baby, if birth is difficult or premature, the parent will experience more stress and
anxiety¥ zdemir, 2007, Er.en, 2007; Aktak, 200

When pregnancy and childbirth are adde:
mutual disagreements over marriage union, new marriage, lack of communication,
and the existence of domestic violence, theasion will turn out to be a crucible in
which more problems are experien¢&arhan, 201Q;yar, 2005)

1.8.1.3.3. Genetic Factors

The fact that one of the firstegree relatives of a mother or father has a
diagnosis of depression increases tls& of depression in them. In a study on this
subject, 38.8% of individuals with history of depression within their family were
diagnosed with depressignEn e - Gaoes5) etBadlcéojl u (1999) r
presence oflepression in one of the idergidwins increases the risk of depression
in the other by at leas0%and in noridentical twins by 25%.
1.8.1.4 Treatment

According to the severity of PPD, psychatigy (interpersonal therapy,
behavioral therapy, marriage and family therapies), psgco@l are,
pharmacological treatmensuch as antidepremsts, antipsychotic drugsand
electroconvulsive therapy (ECT) can be ugggar,2 0 0 5 ; ¥zdemint, 2007

al., 2008)
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Psychotherapyhehavioral therapy, marriage and family therapies can be applied
to the mother and father with PPD individuallytogether Psychotherapy helps the
mother or father to regain sedbnfidence, about their concerns andrgeof self
harmand new roles and responsibilities, to ustiemd their feelings and to express
their inner conflictyBarnesd, 2006 Marriage and family therapy can help parents
understand their causes of depression and relieve their feelings of gdilt a
embarrassment. Psychotherapy and other therapies alone can accelerate the recovery
process of mild depression. The combination of psychotherapy and pharmacological
therapy is more effective in the treatment of depressinz demi r , 2007 ; Er
Aktak , 200 8)

When parents are diagnosed with PPD, antidepressant or antipsychotic drugs are
used regarding the severity of the depression. Before treatment is initiated, parents
should be informed about the benefits and harmsmefications, which all
psychiatric medications pass through breast raitki depression may be progressive
and recurrent if medication is not utilized. If the mother or father has depression
history, prescribing the drug of the same antidepressant group that individual used in
the previous treatment, may helpesg up the healing process. In #tades of the
use of antidepressants in the postpartum period, depressive symptoms in the mother
decreased and maternal adaptation period was reported to be famorable
(Sharma, 2006 ¥ z d200%;Eren,2007;Logston et al 2009.

1.8.2. Marital Satisfaction

Although marriage is only one of the important life experiences of an individual,
the quality of this experience is directly related to the quality of life of the person
( H¢ mahdé&re n ; 20Q3. Marital satisfaction is essential in terms of being happy

and healthy for the individuals.
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In the | iterature exi st snaritalesatisfactood . di f f
Some of these are:

1 Marital satisfaction is theelvel of meeting needand expectations of
marriage; o "the perception of the degree to which the individual meets the
requirements of his marriagéBahret al, 1983)

1 Marital satisfactionis the psychological satisfaction obtained from the
individual dmensions such as styles of love which spouses show towards
each other in the institution of marriage, sexual satisfaction, styles of
communication and the environmental dimensions such as sharing equality in
given decisions, income, work and sharing of bbemns (Sokolski and
Hendrick, 1999)

1 Marital satisfactioris defined as the degree to which individuals are satisfied
with their marriagaelated desires This also expresses the general
satisfaction of marriage as well as the satisfaction of speciakisitgain
marital status, such as friendship in marriage and satisfaction from sexuality.
As a whole, marital satisfactionor contention expresses the subjective
satisfaction of spousé€€ingisiz, 2010)

There are many factors that affect satistactirom marriage experience. For
example, marriage age, type of marriage, financial status, whether or not having
children, whether the spouses are from the same-sgolmomic level, and the age
difference between spouse§d nc¢,. 2007)

Many researh findings on the field suggest that there is a strong positive
relationship between psychological health and marital satisfaction. It is shown that
40% of the persons who applied to the health institutions due to psychological

problems apply tohte clinic with marital problems; moreoverpuaples with low
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marital satisfactiorexperienced more physical health problems compared to couples
with high satisfaction( G ¢ y2908. In the study of Levenson et al. (1993), those
with low marital satisfaction repode more psychological and physical health
problems than those with high marital satisfaction. Studies have shown that couples
with high levels of mutual marital satisfaction have lower levels of stress, higher
levels of joy of life, and higher levels of istance to cope with adverse living
conditions(Bradbury et al.2000; Holman, 2002 Rust et al. (1988) found a strong
association between unhappiness and sexual dysfusatianarriage. In addition,
the literature has shown that there is a significabationship between marital
satisfaction ad anxiety and depression levels (Coughlin gt2000; Whisnan et al.,
2004; Kr ongddl.l er et al
1.8.3. Social Support

Social support is often seen as help (material, spiritual) provided by psople (
as spouse, family, friend) around the stressed or struggling individual. All
interpersonal relationships, which have an important place in people's life and
provide emotional, material and cognitive assistance when necessary, are considered
as sociakupport systems that help to maintain heé®brias, 1988)Social support
can change the link between the stressful event and its outcome by affecting ways of
coping.

Many authorCoyne andowney, 1991; Ell, 296; Hupcey, 1998; Winemiller
et al, 1993) have pointed outthat the focus shifted towards whether social
relationships are supportive enough acco
other words perceived suppant recent studies about social suppdttcording to
this view, social gpport emphasizes the quality of the social relations of the

individual rather than the quantityn other words,social support consists ofid



18

close bond hestablished with an important perstmat they can share their secrets
and can trustrather thanthe number of the people he hasrelaionto (Y é1l d ér &€ m,
1997) I ndi vi dual 6s gener al i mpression of wh
defined as fAperceived supporto. 't i s st
way it is perceived ankhterpreted is what protects healitsmek, 200y

The role of social support as a source of coping and protection against diseases
draws considerable amount of attention. Numerous studies have been conducted
showing that social support has a pesitassociation with mental and physical
health. Studies have shown that social support is effective in coping with stress
(Cohen and Wills, 1985; Kessler et al.,, 1985; Coyne ambwney, 1991)
Christenfeld et al. (1997) found that social support was tefeeon cardiovascular
reactivity. Uchino et al. (1996) found that social support correlates with
cardiovascular, endocrine, and immune system functions in an effort to investigate
the effect of social support on physiological processedividuals with $rong
interpersonal relationships, family and friendship relationships were seen to return to
their normal lives in less time and with less harm when there were traumatic events,
sudden lossnexpectedvents that would trigger a fluctuation in emotiosite if
they had social suppoftJyar, 2005; EBnoit et al , 2007; ¥ zGhehmi r , 2
other hand, individuals with less or no social support experienced more anxiety,

decrease in their life quality, and more severe and lasting symptoms of depression

(Ok a retlakg 2003)
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CHAPTER Il
REVIEW OF RELATED LITERATURE

Although different ratios are given due to differences in methods used for the
determination of prevalence of PPD, the most common complication of birth,
research shows that PPD deygd in about 145% of women who has recently
given birth (Robetson et al., 2004; Bloch et .al2006) Another reason for
conflicting results in studies to determine the prevalence of PPD is that some studies
revolves aroundhe diagnostic assessmeat depression and some aim rimeasure
the severity of depressive symptoins0 6 Het alal1984;Robinson and Stewart,
1986; Eltutan and¥ nc ¢ o0j | u, 1997 It 6 xsthtedethae seyerall 9 9 9)
physiological changes that occur during pregnancypamstbartum periodre similar
to symptoms ofdepressiorsuch as dcrease in sexual interest, change in appetite,
malaise, and sleep disordetserefore studies that solely focus on symptoms may
produce misleading resulgsO 6 Hed al g 1984, G.¢iThespeevakencte of 1 9 9 9)
PPD in studieperformedvaries with the timeframe that the patients were evaluated
after birth, sample size, populatiovariation and diagnostic todlEvins and
Theofrastous, $eBogel, 19B%R Sdéomippdulos et .chl1999)
According to DSMV (APA, 2013), depression shoubé evaluaed in terms of PPD,
especiallyif it develops within four weeks after birtiwhereas in some other studies,
the basline periodmay be at any time within one yeasually at 612 weekgEvins
and Theofr ast ouSpielvoyed 9999, GeBrgigpoulesakt 1989 d

Paternal PPD mostly accompanies maternal PPD. Significant correlations were
found betwer the spouses in terms of the riskdafpression in all studies on PP
with women (Ballard et al, 1994 Kim and Swain, 2007; Musser et al., 2013;

Goodman, 2004Paulson and Bazemore, 2010; Cameron et al.,)2@Etk (1999)
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evaluated Q0 fathers of PPD usy EPDS, he found that 9% of fathers during the
sixth week of the poptartum period and 5.4% of fathers after six months were
experiencing PPD and the main factor W e
according to Goodman's (2004) report, the occurrend®D in the first year after
birth was reported to be between 1.2% a&@&o, while it increased to 280% in men
whose wives had depression at the same time. In a study conducted by Matthey et al.,
men whose wives were diagnosed with depression carrfietin?es more risk than
men whae wives were not diagnosed six weeks after birtlfKim and Swain,
2007)

One of the most important risk factors for PPD is lack of social support. Many
studies have found a relationship between PPD levels and sogipbrt(Beck,
2001; Robertson et al., 2004; Aydemir, 2007) | n a study by B¢y
investigating the relationship between perceived social support and PPD, a
significant relationship was found between PPD levels of the nwotimer the level
of sacial supporiperceived fromsignificant other, familyand friends. Ceyhun Peker
et al. (2016) found that lack of social support increased the risk of depression by 25
times. According to Cutrano (1986), social support prevents depression by increasing
thesense of competence related to the mother's role in the postpartum period. Serhan
et al. (2013) reported that lack of social support, which is known to be a risk factor
for maternal PPD, also plays an important role in the development of paternal PPD.

There are many studies in the literature ttitgd tension irmarital dyad as a
key psychosociatisk factor for the onset d?PD (Beck, 2001; Boyce and Hickey,
2005, Mi sri e t andh $wain 1996;,0V0hdfen, 2008 ;HA4lsom et al.,
1996 Aydemir, 2007). In literature,Wee (2011), Gawlik (2014), Btthey (2000),

Girard (2013), andSchumacher (2008) underlindloe effects the quality of marital
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relationship on PPD anémphasized it as an important risk factétkar and

Gen-°z's (2 0nfaital safistactiondvastthe antin effect on depressive
symptoms in the postpartum period. Feeney et al. (2003) in their longitudinal study
of the relationship between adult attachment and depression, and Kargar et al. (2014)
in their study where they comyeal Iranian wanen with and without PPD both found

a significant relationship between marital satisfaction and PPD. Pataalk(2009)

report that the frequency of PPD in women who are not satisfied with their marital
relatiorship has increased in thetudywith Mongolian mothers.

Studies also show that there is a correlation between marital satisfaction and
social supportJulien and Markman (1991) found that social support is strongly
associated with arital satisfaction in their studyAcitelli and Antonucci (1994)
investigated the relationship between marital satisfaction and social support, and
found that even though women had more perceived support than men, there was a
strong relationship between general wWading and marital satisfactidar both men
and women. There are studies that show that levels of social support that spouses

perceive inmarital satisfactiorare also importaniBryant and Conger, 1999; Julien

and Markman, 1991; Pash aBchdbury, 1998)
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CHAPTER llI
METH OD
3.1. Study Model

Current study utilizes crossectional descriptive survey model.

3.2. Universeand Sample
The universe of the study is abbmen who gave birtbetweerMarch 2016 and

March 2017 and their husbands in Giresun province.

The sample of the study consists of 70 married couples (70 female and 70 male
total 140 participan)swho apply to theGiresun University GRU) Gynecology,
Obstetrics and Pediatrics Training and Research Hospital and tarthilg health
centers inGiresun These were all the couples who had a badtyveen March 2016

and March 2017

The survey was applieto the couples between thelf &veekand 13' month of
delivery. The sample was investigated in two groups depending on their genders.
Criterion sampling method, which is an application of purposive sampling, was used

for the sample selection procedure.

3.3. Data Collection Tools
Data of the study were collected with a survey form that consists of-socio

demographial information form) MLS, MSPSSandEPDS

3.3.1 SocieDemographical Information Form

This section of the survey form was developed by the researcher and it gathers
the information regarding the following variables: age, level of education,
employment status, monthigcome, age at marriage, years of marriage, time passed

since the delivery, number of total births (for females), gender of the baby,
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satisfaction from the gender of the baby, planned / unplanned pregnancy, pregnancy
treatment, favored gender for the balhystory of curettage / miscarriage (for
females), known chronic and psychiatric diseases, psychiatric diseases in the family,

number of people living in theame house and number of depensigfor males).

3.3.2 Marital Life Scale (MLS)

The scalevas developed by Ter (1996 for measuring the satisfaction level of
the spouses regarding their marital relationship. The scale covers a total of 10 items.
The participants answer the items by usmgd point Likert scale where: 1
absolutely do not age and 51 absolutely agree. The score of the scale is then

calculated and it mighthange between 10 ab0.

To determine its validity, scale was administrated to divorced and married
individuals. Significant differences were detecteetween tb groups (t= 6.23,
p<0. 01) . This finding provides an =eviden
external criteria. Additionally, comparisons were made between the scores obtained
from the Personal Behavior Survey, which was developed to measure social
appreciation and to understand whether individuals were affected by social
appreciation tendencie§he results showed that theLBl was affected by social
appreciation tendencies to a very small extent (r= 0.21). This result was also
presented as aninditec evi dence of the scalebds relia
determined by means of the testest method was 0.85, while the Cronbach internal
consistency coefficient was 0.88 for the male group and 0.91 for the female group.

All these analyses shothat the scale is reliable (Tezer, 1996).

The Cronbach Alfa internal consistenmyefficient in this study was fodno be

0.884.
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3.3.3 Multidimensional Scale of Perceived Social Support (MSPSS)

MSPSSis a 12 iterrscale developedybZimet et.al. {988 and it aims to
measure the respondentsd perception of s
and significant ot her s. These sources C
subscales, namely family, friends significant other Ratingsare made on a seven

point Likertscale with 1: Very strongly disagree and 7: Very strongly agree.

Sampl e i tems i sigoificantiothemhd is arousd whesn | am in
need. 0 and AMy family really tcorevarles t o he
from a minimum score of 4 to a maximum score of 28 for each subscale, higher
scores reflecting more support from each support. Total score from the scale would

range from 12 to 84.

Current study utilizes the Turkish valigd version ofthe MSPSS (Eker and

Arkar, 1995; Eker et gl2001) and has a Cronbach Alpha coefficient of 0.890.

3.3.4. Edinburgh Postnatal Depression Scale (EPDS)

EPDS has been developed to assist primary care health professionals to detect
mothers suffering &m postnatal depressiqi€ox et al, 1987) It consists of ten
short statements. The mother indicates which of the four possible responses is closest
to how she has been feeling during the previous week. Each question was scored

from O to 3 and the totatere of he scale might vary between 0 &8

It was initially validated in the United Kingdom (Cox et, d1987).Also, in one
study, this scale was translated into Turkish and tested for reliability in Turkish
women (Engindeniz et al1996). Ths study concluded that the sensitivity and
specificity of the scale was found to be 84% and 88%, respectively, and the value of

Cronbachdéds al pha was 0. 79.
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In current study, Cronbach Alpha coefficientosind to be 0.824.

3.4. Statistical Analysis
All statistical calculations and analysis were performed with Statistical Package

for Social Sciences (SPSS) 21.0 software.

Frequency analysis was carried out to investigate the descriptive characteristics
of study sample. For the continudata such abILS score,MSPSSscores and
EDPS score, descriptive statistics such as arithmetic mean, standard deviation,

median, minimum and maximum values were calculated.

To determine the statistical hypothesis testing methods, the distribution
characteristics of the scale scores were investigated in terms of normality. For this
purpose, Kolmogoresdmirnov test of normality, Shapiwilk test of normality, @

Q plots, skewness and kurtosis values were all analyzed in each gender group.
Additional vy , L e v ef hoenbgeneity ef variances wapplied where required.
Using all gathered information, ngrarametric hypothesis tests were performed

throughout the whole data analysis.

To understand the possible associations between scales saack other

continuous sociodemographic variables, Pearson correlation test was used.

Mann Whitney U test was applied for the comparison of all three scale scores
between two gender groups. In addition, within each gender group, scale scores were
compared with respect to the monthly income and time passed since the delivery

groups of the participants with Mann Whitney U test.

Kruskal Wallis test was applied within each gender group to understand the

significance of scale score differencesvesgn education levels, and age groups of
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participants. This was due to the dependent variable having more than two
independent categories. In case of statistical significance, Mann Whitney U test was

applied to understand the pairwise comparisons betweeationed groups.

Linear regression analysis in each group was applied for understafdDg
score (dependent variable) with respect to independent variables: age, MLS score,

MSPSS subscales and scale scores and number of defsefuhly in male gpup).

Cronbach Alpha was calculated to understand the reliability of each scale in

current study sample.

Related analysis result of each statistical method is shown in their corresponding
tables throughout the text. Level of significancaswaccepted to be 0.05 for the

whole study.
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CHAPTER IV
RESULTS

Table 1. Descriptive statistics of the participants regarding their
sociodemographic characteristics

Female Male Total

n % n % n %
Age Groups
29 and Younger 35 50.0 17 243 52 37.1
3071 34 21 30,0 22 314 43 30.7
35 and Older 14 20,0 31 443 45 32.1
Education
Primary and Secondary School 9 12.9 12 171 21 15.0
High School 30 42.9 21 30.0 51 36.4
University or Higher Degree 31 44.3 37 529 68 48.6
Employment
Employed 36 514 64 914 100 714
Unemployed 34 48.6 6 8.6 40 28.6
Monthly Income
2,500 TL or Less 48 68.6 36 51.4 84 60.0
More than 2,500 TL 22 314 34 48.6 56 40.0

Table 1 shows the distribution of sociodemographic characterisficthe

participants in both genders.

Accordingly, female participants were most frequently aged 29 years old or
younger (50.0%). However, male participants were most frequently aged 35 years

old or older (44.3%).

For the distribution of ediation level of female participants, 9 of them (12.9%)
were primary or secondary school graduates, 30 of them (42.9%) were high school
graduates while 31 of them (44.3%) had university or higher degree. For male

participants; 12 of them (17.1%) were primmar secondary school graduates, 21 of
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them (30.0%) were high school graduates while 37 of them (52.9%) had university or

higher degree.

In total, 36 of the female participants (51.4%) and 64 of the male participants

(91.4%) were employed at the &nof the study.

Monthly income distribution of the female participants showed that 22 of them
(31.4%) had an income more than 2,500 TL. Amongst male participants, 34 (48.6%)

had an income level higher than 2,500 TL.
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Table 2. Descriptive statistics of the participants regardingtheir birth and
pregnancy expectations

Female Male Total

N % n % n %
Gender of the Baby
Girl 35 500 35 50.0 70 50.0
Boy 35 500 35 50.0 70 50.0
Planned/Wanted Pregnancy
Planned 47 671 46 65.7 093 66.4
Unpl a/Warged 19 271 22 314 41 29.3
Un p | a/unwarded 4 5.7 2 29 6 4.3
Satisfied with Gender of the Baby
Yes 70 100.0 70 100.0 100 100.0
No 0 0.0 0 00 O 0.0
Time Passed Since the Delivery
0-6 Months 41 586 41 586 82 58.6
7-12 Months 29 414 29 414 58 41.4
Favoured Gender for the Baby
Girl 10 143 8 11.4 18 12.9
Boy 4 57 5 7.1 9 6.4
No Preference 56 80.0 57 814 113 80.7

Table 2 represents the expectations of the female and male participants regarding

their childdés birth.

Since the sample constitutes married couglescentage of female babies was

equal (50.5%) for both parent pairs.

On the other hand, majbyiof the female participant$7.1%) stated that the
pregnancy was planned. Siarly, male participants also mostly declared that the

child was planned (65.7%).
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Amongst the 70 couples, 41 of them (58.6%) stated that it had been 0 to 6

months since the delivery.

Although all participants 140 (100.0%) reported thaytivere satisfied with the
gender of their babies, 14 female participants (20.0%) and 13 male participants
(18.5%) declared that before the delivery they favoured specific gender for their
babies. Amongst the mothers, 10 (14.3%) favoured baby girls and%)(&avoured
baby boys. On the other hand, 8 of the fathers (11.4%) favoured girls and 5 of them

(7.1%) favoured boys before the birth of the baby.
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Table 3. Descriptive statistics of the mothers regarding their pregnancy history

Frequency () Percentage (%)

How Many Deliveries in Total

1 33 47.1
2 28 40.0
3 9 12.9
Hi st ory ofMisCariaget t a

Curettage 6 8.6
Miscarriage 9 12.9
Curettage and Miscarriage 4 5.7
No 51 72.9

In Tabl e 3, femal e participantso di st

deliveries and history of curettage and/or misege were displayed.

Mostly (47.1%), female participants reported that this was their very first
delivery. Number of females who reported history of curettage was 6 (8.6%), history
of miscarriage was 9 (12.9%), history of both curettage and mmgarwas 4
(5.7%). In total, 51 female participants (7)Pstated that they had no history of

curettage and/or miscarriage.
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Table 4. Descriptive statistics of the participants regarding their pregnancy
related treatment and other healh conditions

Female Male Total

n % n % n %
Treatment for Pregnancy
Yes 11 15.7 11 15.7 22 15.7
No 59 84.3 59 84.3 118 84.3
Chronic Diseases
Yes 9 12.9 2 2.9 11 7.9
No 61 87.1 68 97.1 129 921
Psychiatric Diseases
Yes 2 2.9 2 2.9 4 2.9
No 68 97.1 68 97.1 136 97.1
Psychiatric Diseases in Family
Yes 5 7.1 6 8.6 11 7.9
No 65 92.9 64 914 129 921

In Table 4, descriptive statistics with respect to the pregnancy treatment and

other health conditions in both gendemsrgishown.

As reported in the table, 11 couples (15.7%) received treatment for pregnancy

while 59 of them (84.3%) did not receive any treatment.

For the female participants; the percentage of chronic diseases was 12.9,
percentage of psychi& diseases was 2.9 and the percentage of psychiatric diseases

in the family was 7.1.

For the male participants; the percentage of chronic diseases was 2.9, percentage
of psychiatric diseases was 2.9 and the percentage of psychiatric dise#ises in

family was 8.6.
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Table 5. Descriptive statistics and statistical comparison of the female and male
participants regarding their MLS, MSPSS and EPDS scores

Female Male
z p
x s Median Min Max x s Median Min Max
MLS 40,21 7,63 41,00 11,00 50,00 4064 7,81 42,00 11,00 50,00 -0,51 0,61
MSPSS
Family 24,64 4,33 26,50 8,00 28,00 23,83 4,30 25,00 13,00 28,00 -1,29 0,20
Friends 19,93 8,09 23,00 400 28,00 19,10 7,02 19,50 400 28,00 -1,16 0,25

Sig. other 17,74 8,93 21,00 4,00 28,00 1551 8,52 16,00 4,00 28,00 -1,67 0,10

Total 62,31 16,98 65,00 24,00 84,00 5844 1595 59,50 24,00 84,00 -150 0,14
EPDS 7,54 4,81 6,00 0,00 20,00 691 5,12 5,50 0,00 22,00 -1,00 0,32

Table 5 shows the descriptive statistics as well astitestical comparisons of

MLS, MPSS and EPDS scores between the gender groups.

As seen in the table, none of the scale scores showed statistically significant

difference between female and male participants (p>0.05).

MLS scale score of théemale participants was 41.00 (11-80.00) and for

males it was 42.00 (11.680.00) (p=0.61).

MSPSS Family subscale level of females was 26.50 {33000) while it was
25.00 (13.0e28.00) for males (p=0.20). MSPSS Friends subscale level of female
was 23.00 (4.0@8.00) while it was 19.50 (4.e88.00) for males (p=0.25). MSPSS
Significant othersubscale subscale level of females was 21.00 {28000) while it
was 16.00 (4.0@8.00) for males (p=0.10). As a result, MSPSS Total scale score of
femaks was 65.00 (24.684.00) and males was 59.50 (24®000) and the

difference was insignificant (p=0.14).

For the EPDS scale; the level of mothers was 6.00 {80000) and for fathers it
was 5.50 (0.022.00). The difference between the marriesuples was not

statistically significant (p=0.32).
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Table 6.1 Descriptive statistics and statistical comparison of the female
participants of different education categories regardingheir MLS, MSPSS and
EPDS scores

Female
Education X s  Median Min Max @& p
MLS Pri & Sec School 36,33 8,20 36,00 22,00 50,00 3.68 0.16
High School 40,87 8,86 44,00 11,00 50,00

University or
_ 40,71 591 41,00 25,00 50,00
Higher

MSPSS
Family Pri & Sec School 21,22 7,01 24,00 8,00 28,00 4.15 0.13
High School 25,70 3,58 27,00 11,00 28,00

University or
24,61 3,60 26,00 17,00 28,00

Higher
Friends Pri & Sec School 19,44 8,69 21,00 5,00 28,00 0.37 0.83
High School 20,40 8,11 23,50 4,00 28,00

University or
19,61 8,15 22,00 4,00 28,00

Higher
Sig other  Pri & Sec School 13,44 9,45 8,00 4,00 28,00 2.06 0.36
High School 17,83 8,70 21,00 4,00 28,00

University or
18,90 8,92 22,00 4,00 28,00

Higher
Total Pri & Sec School 54,11 21,36 53,00 24,00 84,00 2.04 0.36
High School 63,8 15,82 67,00 30,00 84,00

University or
63,13 16,62 65,00 26,00 84,00

Higher
EPDS Pri & Sec School 10,67 6,10 9,00 3,00 19,00 3.58 0.17
High School 6,60 3,92 6,00 1,00 15,00

University or
_ 7,55 4,97 6,00 0,00 20,00
Higher

On Table 61, females with different levels of education were compared with

respect to their scale scores.
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As shown in the table, for none of the applied scales, education leweinoén

showed statistical significance (p>0.05).

Level of MLS score formprimary or gcondary school graduated womemas
36.00 (22.0660.00), for high school graduated woménwas 44.00 (11.060.00)

and for unversity or higher degree womérwas 41.00 (25.080.00) (p=0.16).

Level of MSPSS Family subscale score fmtimary or €condary school
graduated womewas 24.00 (8.0@8.00),for high school graduated woménwas
27.00 (11.028.00) and for miversity or higher degree womérwas 26.00 (17.00

28.00) (p=0.13).

Level of MSPSS Friends subscale score fompary or secondary school
graduatedvomenwas 21.00 (5.0@8.00), for high school graduatebmenit was
23.50 (4.0628.00) and for university or higher degr@emenit was 22.00 (4.00

28.00) (p=0.83).

Level of MSPSSSignificant othersubscale scer for primary or secondary
school graduatedromenwas 8.00 (4.028.00), for high school graduategdmenit
was 21.00 (4.0@8.00) and for university or higher degre®menit was 22.00

(4.00-28.00) (p=0.36).

Level of MSPSS total scale score forrpary or secondary school graduated
womenwas 53.00 (24.084.00), for high school graduatedomenit was 67.00
(30.0684.00) and for university or higher degm@emenit was 65.00 (26.0@4.00)

(p=0.36).
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Level of EPDS scale score for primary or setary school graduatedomen
was 9.00 (3.04.9.00), for high school graduatedbmenit was 6.00 (1.04.5.00)

and for university or higher degrammenit was 6.00 (0.020.00) (p=0.17).
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Table 6.2. Descriptive statiscs and statistical comparison of the male
participants of different education categories regarding their MLS, MSPSS and
EPDS scores

Male
Education x s Median Min Max @& p
MLS Pri & Sec. School 35,83 11,19 37,50 11,00 48,00 5.25 0.07
High School 3948 7,98 40,00 17,00 49,00

University or
42,86 5,46 44,00 29,00 50,00

Higher
MSPSS
Family Pri & Sec. School 23,25 5,79 2550 13,00 28,00 1.70 0.43
High School 24,76 3,94 27,00 15,00 28,00
University or
_ 23,49 3,98 24,00 15,00 28,00
Higher
Friends Pri & Sec. School 18,25 7,85 16,00 5,00 28,00 2.04 0.36
High School 20,86 6,67 22,00 4,00 28,00
University or
_ 18,38 6,95 19,00 4,00 28,00
Higher
Sig. other  Pri & Sec. School 14,42 10,46 14,00 4,00 28,00 0.29 0.87
High Sclool 15,43 7,87 16,00 4,00 28,00
University or
_ 15,92 8,41 17,00 4,00 28,00
Higher
Total Pri & Sec. School 55,92 18,97 50,00 33,00 84,00 0.84 0.66
High School 61,05 12,33 61,00 36,00 84,00
University or
_ 57,78 16,93 58,00 24,00 84,0
Higher
EPDS Pri & Sec. School 6,25 5,07 4,00 0,00 17,00 0.61 0.74
High School 7,76 5,55 7,00 1,00 22,00

University or
_ 6,65 4,96 5,00 0,00 18,00
Higher

On Table 6.2, males with different levels of education were compared with

respect to theiscale scores.
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As shown in the table, for none of the applied scales, education level of fathers

showed statistical significance (p>0.05).

Level of MLS score for primary or secondary school graduated fathers was
37.50 (11.0€48.00), for hign school graduated fathers it was 40.00 (1-A9MO0)

and for university or higher degree fathers it was 44.00 (Z80000) (p=0.07).

Level of MSPSS Family subscale score for primary or secondary school
graduated fathers was 25.50 (132Z800), fo high school graduated fathers it was
27.00 (15.0e28.00) and for university or higher degree fathers it was 24.00 ¢15.00

28.00) (p=0.43).

Level of MSPSS Friends subscale score for primary or secondary school
graduated fathers was 16.00 (52800, for high school graduated fathers it was
22.00 (4.0628.00) and for university or higher degree fathers it was 19.00-(4.00

28.00) (p=0.36).

Level of MSPSSSignificant othersubscale score for primary or secondary
school graduated fathers was 134(@.0028.00), for high school graduated fathers it
was 16.00 (4.0@8.00) and for university or higher degree fathers it was 17.00-(4.00

28.00) (p=0.87).

Level of MSPSS total scale score for primary or secondary school graduated
fathers was 50.0@33.00384.00), for high school graduated fathers it was 61.00
(36.0384.00) and for university or higher degree fathers it was 58.00 (34.00)

(p=0.66).
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Level of EPDS scale score for primary or secondary school graduated fathers
was 4.00 (0.04.7.00), for high school graduated fathers it was 7.00 {2200) and

for university or higher degree fathers it was 5.00 (1.8®@0) (p=0.74).



40

Table 7.1. Descriptive statistics and statistical comparison of the female
participants of different age categories regaling their MLS, MSPSS and EPDS
scores

Female
Age x s  Median Min Max @& p  Diff.
MLS 29 and Younger 42,37 5,72 42,00 29,00 50,00 4.07 0.13
30-34 37,38 9,50 38,00 11,00 49,00
35 and Older 39,07 7,59 40,00 25,00 50,00
MSPSS
Family 29 and Younger 25,63 2,96 27,00 18,00 28,00 1.83 0.40

30-34 230 4,31 24,00 11,00 28,00
35 and Older 23,29 6,52 27,00 8,00 28,00
Friends 29 and Younger 20,49 7,13 22,00 4,00 28,00 0.55 0.76
30-34 20,57 8,08 23,00 4,00 28,00
35 and Older 17,57 10,31 22,00 4,00 28,00
Sig. other 29 and Younge 17,97 8,19 21,00 4,00 28,00 0.35 0.84

30-34 17,00 9,26 15,00 4,00 28,00
35 and Older 18,29 10,71 25,50 4,00 28,00
Total 29 and Younger 64,09 14,88 67,00 26,00 84,00 0.53 0.77
30-34 61,48 15,27 63,00 30,00 84,00
35 and Older 5914 23,93 62,00 24,00 84,00
EPDS 29 and Younger 5,71 3,23 6,00 0,00 12,00 7.77 0.02* 1-2
30-34 9,05 5,13 9,00 1,00 17,00 1-3

35 and Older 986 6,05 10,00 2,00 20,00

On Table 7.1, females in different age categories were compartedesyiect to

their scale scores.

As shown in the table, for MLS and MSPSS scalesmenin different age
categories did not show any statistical significance (p>0.05), while for EPDS scale,

statistical significance amongst age groups was obsepyv@d0b)

Level of MLS score for 29 years and youngemenwas 42.00 (29.060.00),
for 30-34 years oldvomenit was 38.00 (11.0@9.00) and for 35 years and older

womenit was 40.00 (25.080.00) (p=0.13).
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Level of MSPSS Family subscale scdoe 29 years and youngevomenwas
27.00 (18.0e28.00), for 3634 years oldvomenit was 24.00 (11.0@8.00) and for

35 years and oldevomenit was 27.00 (8.028.00) (p=0.40).

Level of MSPSS Friends subscale score for 29 years and yowogeznwas
22.00 (4.0628.00), for 3634 years oldvomenit was 23.00 (4.028.00) and for 35

years and oldevomenit was 22.00 (4.0@8.00) (p=0.76).

Level of MSPSSSignificant othersubscale score for 29 years and younger
womenwas 21.00 (4.0@8.00), fa 30-34 years oldvomenit was 15.00 (4.0@8.00)

and for 35 years and olderomenit was 25.50 (4.028.00) (p=0.84).

Level of MSPSS total scale score for 29 years and youmngerenwas 67.00
(26.0684.00), for 3034 years oldwomenit was 63.00 (8.0084.00) and for 35

years and oldevomenit was 62.00 (24.0@4.00) (p=0.77).

Level of EPDS scale score for 29 years and youmganenwas 6.00 (0.00
12.00), for 3834 years oldvomenit was 9.00 (1.04L7.00) and for 35 years and
olderwomenit was 10.00 (2.0@0.00) (p=0.02). Further pairwise analysis between
the groups showed that 29 years and younger graupenhad significantly lower
EPDS scale scores from both-38 years old grougromenand 35 years and older

groupwomen
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Table 7.2. Descriptive statistics and statistical comparison of the male
participants of different age categories regarding their MLS, MSPSS and EPDS
scores

Male
Age x s Median  Min Max 3 p
MLS 29 and Younger 42,47 7,18 46,00 27,00 49,00 2.47 0.29
30-34 40, 9,85 42,50 11,00 50,00
35 and Older 40,06 6,52 41,00 17,00 49,00
MSPSS
Family 29 and Younger 25,29 4,13 27,00 15,00 28,00 3.40 0.18
3071 34 2291 4,60 24,00 14,00 28,00
35 and Older 23,68 4,09 25,00 13,00 28,00
Friends 29 and Younger 19,94 7,51 22,00 5,00 28,00 2.06 0.36
307 34 17,73 6,32 19,00 4,00 28,00

35 and Older 19,61 7,30 21,00 4,00 28,00
Sig. other 29 and Younger 16,65 7,98 17,00 4,00 28,00 0.95 0.62

3071 34 15,68 7,86 16,00 4,00 28,00
35 and Older 14,77 9,40 14,00 4,00 28,00

Total 29 and Younger 61,88 16,24 59,00 24,00 84,00 0.81 0.67
3071 34 56,32 14,14 59,50 26,00 74,00
35 and Older 58,06 17,16 60,00 27,00 84,00

EPDS 29 and Younger 5,76 4,01 5,00 1,00 14,00 1.18 0.55
3071 34 6,55 4,85 4,50 1,00 18,00

35 and Older 7,81 5,79 8,00 0,00 22,00

On Table 7.2, males in different age categories were compared with respect to

their scale scores.

As shown in the table, for none of the scale scores, males in different ag

categories did show any statistical significance (p>0.05).

Level of MLS score for 29 years and younger males was 46.00 (29.00),
for 30-34 years old males it was 42.50 (113m00) and for 35 years and older

males it was 41.00 (17.609.00)(p=0.29).
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Level of MSPSS Family subscale score for 29 years and younger males was
27.00 (15.0€r8.00), for 3834 years old males it was 24.00 (14Z800) and for 35

years and older males it was 25.00 (1328000) (p=0.18).

Level of MSPSSFriends subscale score for 29 years and younger males was
22.00 (5.0628.00), for 3634 years old males it was 19.00 (42800) and for 35

years and older males it was 21.00 (42@000) (p=0.36).

Level of MSPSSSignificant othessubscale score f@9 years and younger males
was 17.00 (4.0@8.00), for 3634 years old males it was 16.00 (428.00) and for

35 years and older males it was 14.00 (£8M®0) (p=0.62).

Level of MSPSS total scale score for 29 years and younger males was 59.00
(24.0084.00), for 3834 years old males it was 59.50 (2620000) and for 35 years

and older males it was 60.00 (27-80.00) (p=0.67).

Level of EPDS scale score for 29 years and younger males was 5.00 (1.00
14.00), for 3634 years old males it was50 (1.0018.00) and for 35 years and older

males it was 8.00 (0.682.00) (p=0.55).
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Table 8.1. Descriptive statistics and stadtical comparison of the female
participants of different monthly income categeies regarding their MLS,
MSPSSand EPDS scores

Female
Monthly Income x s Median Min Max Z p
MLS 2,500 TL or Less 40,00 8,27 41,50 11,00 50,00 0.00 1.00

More than 2,500 TL 40,68 6,15 40,50 25,00 50,00
MSPSS

Family 2,500 TL or Less 24,46 4,72 27,00 8,00 28,00 -0.08 0.93
More than 2,500 TL 25,05 3,39 26,00 17,00 28,00

Friends 2,500 TL or Less 19,77 8,17 20,50 4,00 28,00 -0.13 0.89
More than 2,500 TL 20,27 8,09 23,50 4,00 28,00

Sig. other 2,500 TL or Less 17,15 8,94 19,00 4,00 28,00 -0.72 0.47
More than 00 TL 19,05 8,97 22,50 4,00 28,00

Total 2,500 TL or Less 61,38 17,96 64,00 24,00 84,00 -0.44 0.66
More than 2,500 TL 64,36 14,80 65,50 35,00 84,00
EPDS 2,500 TL or Less 765 4,70 7,00 0,00 19,00 -0.43 0.66

More than 2,500 TL 7,32 5,16 6,0 1,00 20,00

On Table 8.1, females with different levels of monthly income were compared

with respect to their scale scores.

As shown in the table, for none of the applied scales, monthly income groups of

womenshowed statistical signdance (p>0.05).

Level of MLS score for 2,500 TL or less income grompmenwas 41.50
(11.0050.00), while for more than 2,500 TL income growpmenit was 40.50

(25.0650.00) (p=1.00).

Level of MSPSS Family subscale score for 2,500 TL or ieseme group
womenwas 27.00 (8.0@28.00), while for more than 2,500 TL income graupmen

it was 26.00 (17.028.00) (p=0.93).
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Level of MSPSS Friends subscale score for 2,500 TL or less income group
womenwas 20.50 (4.0@8.00), while for more thm2,500 TL income grougvomen

it was 23.50 (4.0@8.00) (p=0.89).

Level of MSPSSSignificant othersubscale score for 2,500 TL or less income
groupwomenwas 19.00 (4.0@8.00), while for more than 2,500 TL income group

womenit was 22.50 (4.0@28.00) (p=0.47).

Level of MSPSS total scale score for 2,500 TL or less income gvoogenwas
64.00 (24.0684.00), while for more than 2,500 TL income growpmenit was

65.50 (35.0684.00) (p=0.66).

Level of EPDS scale score for 2,500 TL or leassme groupyomenwas 7.00
(0.00-19.00), while for more than 2,500 TL income groupmenit was 6.00 (1.00

20.00) (p=0.66).
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Table 8.2. Descriptive statistics and statistical compamsm of the male
participants of different monthly income categories regarding their MLS,
MSPSS and EPDScores

Male

Monthly Income x s Median Min Max Z p

MLS 2,500 TL or Less 39,03 9,13 42,00 11,00 50,00 -1.28 0.20
More than 2,500 TL 42,35 5,77 4250 22,00 50,00

MSPSS

Family 2,500 TL or Les 23,97 4,77 25,50 13,00 28,00 -0.70 0.48
More than 2,500 TL 23,68 3,80 24,00 16,00 28,00

Friends 2,500 TL or Less 18,61 7,26 19,50 4,00 28,00 -0.58 0.56
More than 2,500 TL 19,62 6,83 1950 4,00 28,00

Sig. other 2,500 TL or Less 14,25 8,22 16,00 4,00 28,00 -1.45 0.15
More than 2,500 TL 16,85 8,75 17,00 4,00 28,00

Total 2,500 TL or Less 56,83 15,58 60,00 24,00 84,00 -0.69 0.49
More than 2,500 TL 60,15 16,39 59,00 27,00 84,00

EPDS 2,500 TL or Less 7,67 5,47 6,50 0,00 22,00 -1.11 0.27
More than 2,500 TL 6,12 4,66 4,50 0,00 16,00

On Table 8.2, males with different levels of monthly income were compared

with respect to their scale scores.

As shown in the table, for none of the applied scales, monthly incomesgobup

males showed statistical significance (p>0.05).

Level of MLS score for 2,500 TL or less income group males was 42.00 {11.00

50.00), while for more than 2,500 TL income group males it was 42.50 ¢22.00)

(p=0.20).

Level of MSPSS Famylsubscale score for 2,500 TL or less income group males

was 25.50 (13.028.00), while for more than 2,500 TL income group males it was

24.00 (16.0628.00) (p=0.48).
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Level of MSPSS Friends subscale score for 2,500 TL or less income group
males wasl9.50 (4.0628.00), while for more than 2,500 TL income group males it

was 19.50 (4.0@8.00) (p=0.56).

Level of MSPSSSignificant othersubscale score for 2,500 TL or less income
group males was 16.00 (4:28.00), while for more than 2,500 TL inoe group

males it was 17.00 (4.628.00) (p=0.15).

Level of MSPSS total scale score for 2,500 TL or less income group males was
60.00 (24.0684.00), while for more than 2,500 TL income group males it was 59.00

(27.00684.00) (p=0.49).

Level of EPDS scale score for 2,500 TL or less income group males was 6.50
(0.0022.00), while for more than 2,500 TL income group males it was 4.50-(0.00

16.00) (p=0.27).
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Table 9.1. Descriptive statistics and stadtical comparison of the female
participants of different deliverance time categoes regarding their MLS,
MSPSSand EPDS scores

Female

Time Passed ) _
Since the Delivery x ] Median Min Max Z p

MLS 0-6 Months 40,07 8,47 40,00 11,00 50,00 -0.11 0.91
7-12 Months 40,41 6,40 42,00 25,00 50,00

MSPSS

Family 0-6 Months 24,56 4,45 27,00 8,00 28,00 -0.52 0.60
7-12 Months 24,76 4,23 26,00 11,00 28,00

Friends 0-6 Months 20,41 7,72 23,00 4,00 28,00 -0.30 0.76
7-12 Months 19,24 8,68 21,00 4,00 28,00

Sig. other 0-6 Months 18,85 8,81 22,00 4,00 28,00 -1.16 0.24
7-12 Months 16,17 9,01 15,00 4,00 28,00

Total 0-6 Months 63,83 16,04 67,00 24,00 84,00 -0.71 0.48
7-12 Months 60,17 18,30 63,00 26,00 84,00

EPDS 0-6 Months 7,71 5,00 6,00 2,00 20,00 -0.08 0.93
7-12 Morths 7,31 4,61 7,00 0,00 17,00

On Table 9.1, groups of females with different times passed since their delivery

were compared with respect to their scale scores.

As shown in the table, for none of the scales, time passed since theydeliver

groups ofwomenshowed statistical significance (p>0.05).

Level of MLS score for % months from the delivery groospomenwas 40.00
(11.0050.00), while for 712 months from the delivery growpomenit was 42.00

(25.0650.00) (p=0.91).

Levd of MSPSS Family subscale score fe6 @nonths from the delivery group
womenwas 27.00 (8.0@8.00), while for 712 months from the delivery group

womenit was 26.00 (11.0@8.00) (p=0.60).
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Level of MSPSS Friends subscale score té@r ihonths fronthe delivery group
womenwas 23.00 (4.0@8.00), while for 712 months from the delivery group

womenit was 21.00 (4.028.00) (p=0.76).

Level of MSPSSSignificant othersubscale score for-® months from the
delivery groupwomenwas 22.00 (4.0@800), while for 712 months from the

delivery groupvomenit was 15.00 (4.0@8.00) (p=0.24).

Level of MSPSS total scale score for60months from the delivery group
womenwas 67.00 (24.084.00), while for 712 months from the delivery group

womenit was 63.00 (26.084.00) (p=0.48).

Level of EPDS scale score for@dmonths from the delivery groupomenwas
6.00 (2.0620.00), while for 712 months from the delivery grompomenit was 7.00

(0.00-17.00) (p=0.93).
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Table 9.2. Descriptive statistics and statistical comparison of the male
participants of different deliverance time categories regarding their MLS,

MSPSS and EPDScores

Male

Time Passed _ ) _
Since theDelivery > Median —Min  Max z P

MLS 0-6 Months 41,22 8,31 42,00 11,00 50,00 -1.27 0.20
7-12 Months 39,83 7,11 41,00 17,00 49,00

MSPSS

Family 0-6 Months 23,56 4,64 25,00 13,00 28,00 -0.46 0.65
7-12 Months 24,21 3,81 25,00 16,00 28,00

Friends 0-6 Months 18,71 7,02 19,00 4,00 28,00 -0.69 0.49
7-12 Months 19,66 7,10 20,00 4,00 28,00

Sig. other 0-6 Months 15,37 8,58 16,00 4,00 28,00 -0.25 0.81
7-12 Months 15,72 8,58 16,00 4,00 28,00

Total 0-6 Months 57,63 15,61 55,00 24,00 84,00 -0.78 0.44
7-12 Months 59,59 16,63 61,00 26,00 84,00

EPDS 0-6 Months 6,37 484 500 0,00 18,00 -0.99 0.32
7-12 Months 7,69 5,48 7,00 1,00 22,00

On Table 9.2, groups of males with different times passed

were compared with respect to their scale scores.

As shown in tle table, for none of the applied scales, time

delivery groups of males showed statistical significance (p>0.05).

since the delivery

passed since the

Level of MLS score for & months from the delivery group males was 42.00

(11.0650.00), while for 712 months from thelelivery group males it was 41.00

(17.0649.00) (p=0.20).

Level of MSPSS Family subscale score fe8 thonths from the delivery group

males was 25.00 (13.6%8.00), while for 712 months from the delivery group males

it was 25.00 (16.028.00) (p=065).
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Level of MSPSS Friends subscale score fé@r ihonths from the delivery group
males was 19.00 (4.688.00), while for 712 months from the delivery group males

it was 20.00 (4.0@8.00) (p=0.49).

Level of MSPSSSignificant othersubscalescore for 8 months from the
delivery group males was 16.00 (4.28.00), while for 712 months from the

delivery group males it was 16.00 (4-28.00) (p=0.81).

Level of MSPSS total scale score fe60nonths from the delivery group males
was 5500 (24.0084.00), while for 712 months from the delivery group males it was

61.00 (26.0684.00) (p=0.44).

Level of EPDS scale score for@months from the delivery group males was
5.00 (0.0018.00), while for 712 months from the delivery group hea it was 7.00

(1.00-22.00) (p=0.32).
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Table 10. Correlation analysis between g and each MLS, MSPSS and EPDS
scores for each gender groups

Age
Female (n=70) Male (n=70)

MLS r -0.21 -0.16
p 0.08 0.20

MSPSS
Family r -0.22 -0.16
) 0.07 0.20
Friends r -0.13 0.00
p 0.29 1.00
Significant other r 0.01 -0.02
) 0.91 0.88
Total r -0.11 -0.05
p 0.36 0.67
EPDS r 0.33 0.17
) 0.01* 0.15

* p<0.05

Table 10 displays the correlation analysis findings betweerrgecale scores

for each gender groups.

For females, age did not have any statistically significant association with MLS,
MSPSS Family, MSPSS Friends, MSPSignificant otheror MSPSS total scores
(p>0.05). However, it has a statistically sigrafit positive correlation with EPDS
score (r= 0.33; p=0.01). Although it is a moderate level association, it is statistically
significant and it indicates that older mothers tend to have higher EPDS scores while

younger ones tend to have lower.

For males, age did not have any statistically significant association with MLS,
MSPSS Family, MSPSS Friends, MSPSignificant other MSPSS total or EPDS

scores (p>0.05).
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Table 11. Correlation analysis between age at marriage and each MLS, MSPSS
and EPDS scors for each gender groups

Age at Marriage
Female (n=70) Male (n=70)

MLS r -0.38 -0.22
p 0.01* 0.07

MSPSS
Family r -0.15 -0.15
p 0.23 0.23
Friends r -0.15 -0.11
p 0.21 0.35
Significant other r 0.02 -0.18
p 0.88 0.13
Total r -0.10 -0.19
p 0.41 0.12
EPDS r 0.15 0.31
p 0.23 0.01*

* p<0.05

Table 11 displays the correlation analysis findings between age at marriage and

scale scores for each gender groups.

For females, age at marriage did not have artisstally significant association
with MSPSS Family, MSPSS Friends, MSPSignificant other MSPSS total or
EPDS scores (p>0.05). However, it has a statistically significant negative correlation
with MLS score (r=0.38; p=0.01). Although it is a moderdéxel association, it is
statistically significant and it indicates thabmenwho got married in older ages
tend to have lower MLS scores while themenwho got married in younger ages

tend to have higher.

For males, age at marriage did not hang statistically significant association

with MLS, MSPSS Family, MSPSS Friends, MSPS@nificant otheror MSPSS
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total scores (p>0.05). However, it has a statistically significant positive correlation
with EPDS score (r= 0.31; p=0.01). Although it is aderate level association, it is
statistically significant and it indicates that males who got married in older ages tend
to have higher EPDS scores while the males who got married in younger ages tend to

have lower.
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Table 12. Correlation aralysis between yearsof marriage and each MLS,
MSPSSand EPDS scores for each gender groups

Years of Marriage
Female (n=70) Male (n=70)

MLS r 0,05 0.02
p 0,69 0,86

MSPSS
Family r -0,14 -0,04
p 0,26 0,75
Friends r -0,01 0,12
p 0,94 0,32
Significant other r -0,01 0,14
p 0,94 0,27
Total r -0,04 0,11
p 0,72 0,35
EPDS r 0,26 -0,07
p 0,03* 0,59

* p<0.05

Table 12 displays the correlation analysis findings between years of marriage

and scale scores for each gengi®ups.

For females, years of marriage did not have any statistically significant
association with MLS, MSPSS Family, MSPSS Friends, MS&igfificant otheior
MSPSS total scores (p>0.05). However, it has a statistically significant positive
correlation with EPDS score (r= 0.26; p=0.03). Although it is a weak level
association, it is statistically significant and it indicates that fomtbmen as years
of marriage increases EPDS score also tends to increase, while as years of marriage

decrease€£PDS score tends to decrease.
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For males, years of marriage did not have any statistically significant association
with MLS, MSPSS Family, MSPSS Friends, MSPSignificant other MSPSS total

or EPDS scores (p>0.05).
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Table 13. Correlaion analysis between number of people living in the house and
each MLS, MSPSS and EPDS scores for each gender groups

Number of People Living in the House

Female (n=70) Male (n=70)
MLS r -0.31 -0,17
p 0,01* 0,17
MSPSS
Family r -0,30 -0,13
p 0,01* 0,27
Friends r 0,05 -0,10
p 0,97 0,43
Significant other r -0,05 -0,01
p 0,71 0,92
Total r -0,10 -0,09
p 0,42 0,48
EPDS r 0,22 0,25
p 0,07 0,04*
* p<0.05

Table 13 displays the correlation analysis findings betwaenber of people

living in the house and scale scores for each gender groups.

For females, number of people living in the house did not have any statistically
significant association with MSPSS Friends, MSFEsghificant other MSPSS total
or EPDS scores (p>0.05). However, it has a statistically significant negative
correlation with MLS score (r=0.31; p=0.01). Although it is a moderate level
association, it is statistically significant and it indicates #amnenwho are living in
crowded housetend to have lower MLS scores while temenwho are living

with less people tend to have higher.
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Similarly, for the females, number of people living in the house has a
statistically significant negative correlation with MSPSS Family score-@t30;
p=0.01). Although it is a moderate level association, it is statistically significant and
it indicates thatvomenwho are living in crowded houses tend to have lower MSPSS

Family scores while theeomenwho are living with less people tend to have highe

For males, number of people living in the house did not have any statistically
significant association with MLS, MSPSS Family, MSPSS Friends, MSPSS
Significant otheror MSPSS total scores (p>0.05). However, it has a statistically
significant podive correlation with EPDS score (r=0.25; p=0.04). Although it is a
weak level association, it is statistically significant and it indicates that males who
are living in crowded houses tend to have higher EPDS scores while the males who

are living with les people tend to have lower.
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Table 14. Correlation analysis between number of dependants and each MLS,
MSPSS and EPDS scores for male participants

Number of Dependants

Male (n=70)

MLS r -0,07
p 0,58

MSPSS
Family r -0,17
p 0,16
Friends r -0,11
p 0,36
Significant other r -0,11
p 0,37
Total r -0,15
p 0,21
EPDS r 0,32
p 0,01*

* p<0.05

Table 14 displays the correlation analysis findings between number of
dependnts and scale scores in each mataigr

For males, number of depaamis did not have any statistically significant
association with MLS, MSPSS Family, MSPSS Friends, MS&i§fificant otheior
MSPSS total scores (p>0.05). However, it has a statistically significant positive
correlaton with EPDS score (r= 0.32; p=0.01). Although it is a moderate level
association, it is statistically significant and it indicates that males who are looking
after higher number of people tend to have higher EPDS scores while the males who

are looking akr less people tend to have lower.
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Table 15. Correlation analysis between MLS, MSPSS and EPDS scores for all

participants

MSPSS MSPSS MSPSS MSPSS EPDS
Family Friends Sig.other  Total
MLS 0,17 0,06 -0,03 0,06 -0,35
0,04* 0,49 0,73 0,52 0.01*
MSPSS 0,43 0,31 0,63 -0,20
Family 0.01* 0.01* 0.01* 0,02*
MSPSS 0,52 0,85 -0,01
Friends 0.01* 0.01* 0,93
MSPSS 0,85 -0,04
Sig. other 0.01* 0,66
MSPSS -0,08
Total 0,37
* p<0.05

Table 15 displayall pairwise correlation findings between the scale scores.

Accordingly, MLS score has a significantly positive correlation with MSPSS

Family subscale score (r= 0.17; p=0.04). Both scale scores tend to move in the same

direction in this weak but gnificant association. In addition, MLS scale score has a

significantly negative correlation with EPDS scale score-Q:35; p=0.01). This

indicates that as MLS score gets higher, EPDS score tends to decrease, and vice

versa.

MSPSS Family subscalscore has positive and significant correlations with

MSPSS Friends subscale score (r= 0.43; p=0.01), MS#§@fificant otherisubscale

score (r= 0.31; p=0.01), and MSPSS total scale score (r= 0.63; p=0.01). These

findings indicate that as MSPSS Family sancreases, participants tend to get

higher MSPSS Friends, MSPS®)nificant otheand MSPSS total scores.
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However, MSPSS Family subscale score has negative and significant correlation
with EPDS scale score (+8.20; p=0.02). This shows that aarficipants get higher
scores for MSPSS Family subscale, their EPDS scale scores tend to decrease, and

vice versa.

MSPSS Friends subscale score has positive and significant correlations with
MSPSSSignificant othersubscale score (r= 0.52; p=0.04pd MSPSS total scale
score (r= 0.85; p=0.01). These findings indicate that as MSPSS Friends score
increases, participants tend to get higher MSB®gS8ificant otherand MSPSS total

scores.

MSPSSSignificant othessubscale score has a positive aigificant correlation
with MSPSS total scale score (r= 0.85; p=0.01). This strong association indicates that
as MSPSSSignificant otherscore increases, participants tend to get higher MSPSS

total scores.
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Table 16. Linear regression analysis wih EPDS Score as dependent while age
and other scale scores as independent variables for female participants

Unstandardized Standardized
Coefficients Coefficients
B Std. Error Beta t p
Model Constant 9.998 5.818 1.719 .091
Age 274 117 .262 2.340 .022*
MLS -.185 .072 -.293 -2.579 .012*
MSPSS
Family -.164 .079 -.157 -1.086  .281
Friends 218 128 275 1.806 .076
Sig. other -.054 .069 -.191 -.781 438

*(p<0,05), R 0.265

Table 16 shows the results of the linear regressioalysis where the EPDS
score is dependent variable and all remaining scale scores and age are independent

variables for female participants.

As the table indicates, coefficient of determination of the linear model is 26.5%.
Amongst all independw variables, Age and MLS score were significantly
contributing to the model. Age has a regression coefficient of 0.274 (p=0.022) and
this shows that every 1 year increase in age of the female participant corresponds to a

0.274 units increase in her EPD® .

In addition, MLS score has a regression coefficient00185 (p=0.012). This
indicates that as the MLS score of the female participant increases for 1 unit, her

EPDS score will decrease for 0.185 units.

MSPSS Family, MSPSS FriendsdaiMSPSSSignificant otherscores did not

significantly contribute to the model (p>0.05).
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Table 17. Linear regression analysis with EPDS Score as depamd while age,
number of dependants and other scale scores as independent variables for male
participant s

Unstandardized Standardized

Coefficients Coefficients
B Std. Error Beta t p

Model 11510  6.530 1.763 083
Constant
Age .073 119 .071 611 543
MLS -.198 .074 -.303 -2.675 .010*
MSPSS

Family -.071 155 -.060 -.458 .649

Friends -.021 .102 -.029 -.204 .839

Sig.other -.018 .078 -.030 -.232 817
Number of 1181 492 275 2401  .019*
Dependats

*(p<0,05), R: 0.220

Table 17 shows the results of the linear regression analysis where the EPDS
score is dependent variable aatl remaining scale scores age and number of

dependnts are independent variables for male participants.

As the table indicates, coefficient of determination of the linear model is 22.0%.
Amongst all independent variableILS score, and number afependats were
significantly contributing to the model. MLS score has a regression coefficient of
0.198 (p=0.010). This indicates that as the MLS score of the male participant

increases for 1 unit, his EPDS score will decrease for 0.198 units.

Also, number of dependis has a regression coefficient of 1.181 (p=0.019).
This indicates that as number of people the male participant is responsible for

increases for 1 individual, his EPDS score will increase for 1.181 units.

Age, MSPSS Family, MBSS Friends and MSPSS total scores did not contribute
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Table 18. Correlation analysis between EPDS Scores of female and male
participants

EPDS Score of Males

EPDS Score of Females r 0.44
p 0.01~*

* p<0.05

Table 18 displays the correlati@malysis of EPDS score between female and

male participants.

As shown in the table, EPDS scale score shows a positive and significant
association between the paired couples (r= 0.44; p=0.01). This indicates that if the
female parent has high EPB8ore, male parent also tends to have higher EPDS

score, and vice versa.
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CHAPTER V
DISCUSSION

The birth and postpartum periaghich women experience great changess
also a risky period in terms of depressi®his challengingprocess affects men as
well as women,and leawes them with the risk of depressioft is known that
depression, especially in the early postpartum period, can cause cognitive and
emotional development problems in childrém.terms of paternal PRphysicians,
especially those working in primary care, should be careful and remember to scan.
This researchwas conducted to collect information about correlation between
paternal and maternal PPD levels, their relationship with marital satisfaction,
perceived sociaupport, and other sociodemographic variables.

When the EPDS scores of women and men were compared, there was no
significant difference between gendgroups, but a positive and significant
association between the paired couples. PPD dewélthe nale and female
participants for paired couples dmind to have positive and significant correlation.
This suggests that if one of the couple experiences PPD, his partner also has
increased risk for experiencing PRADeta-analysis studies by Paulson anazBmore
(2010) and Cameron et al. (2016) also support the finding that maternal and paternal
PPD are relatedn Goodman's 2004 compilation; maternapdession is the most
important risk factor for prenatal and postnatal depression in the fathbe same
study, itwas stated that the rates of paternaDRWere between 1.2% and 25.5%, and
these rates were increased to-50% in which men their wives were depressed
Rhamchandani also argues that depression rates are higher in men withedepress
wives. Almost all studies in the literature suppitiis hypothesis and Nishimura and

Ohashi(2010)did not find any relationship between materaad paternal PPIh



66

the measurements made at 4 weeks postpahtufiurkey, C® mer t Okut ucuds
study with fatherswhose wives gavebirth; there wasno relationship between
depressiorin wife and paternalPPD.As a reason for this, [
Okutucu, the information about presence of maternal depressiobtained by
asking menThe association dPPD levels of spouses may be related with the risk
factors of PPD affecting both of the partners as a family like marital satisfaction,
perceived social support from familjlso, the experience of PPD by one partner
may have some negative effect on the other.

PPD level was found not to havesignificant relationshigvith education level
and income levelMost studies showhat maternal PPDs not related to family
income( Ok anl e, 200 3; Sevi | et al ., 2004 ;
(2007) stug, maternal PPDin Serhan et ab. £2010) study found that maternal and
paternal PPD did not have a statisticadlgnificant relationship withncome and
education levelln Eren's (2007) study, maternal PPD was found to be negatively
related to educatiolevel, not related to economic levéd. the study of the€€ ° me r t
Okutucu (2013), it was determined thas these levels increas¢he risk of
depression decreasesmen Wee et al. (2011) reported that I¢evels of education
increase PP risk in theirwork. In a cohort study of 570 women in Geneva, it has
been shown that women who develop PPD receive professional training at a lower
level (RighettiVeltema et al., 1998 Chung et al. (2004) conducted another study on
774 women in Pennsylvania, which sfed thatPPD was quitevidespreacamong
women withlower level ofeducationin the study on 2514 women 5 provinces in
the eastern andoutheasternregions of Turkeyin 2001 there was asignificant
tendency to decrease in depression with educationobsesrved According to the

same study, the risk of PPD in uneducated women is 2 times higher than university

I
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graduat es ( Kn mrawt@er gtudy witH 85 newRoth 0rdtheas Van
Yezéncye¢ Yeél lowdavel edecatoon wagound to bean important risk
factor for PPD and was accused of creating a vicious ay¢erms ofdepression by
causing side effects such as shoriveey intervals, manychildren and child care
gual ity danldi nGg r(ethe dieAhty0d findings in thditerature
suggests that income level and education level nmyto be associated with PPD
directly, but indirectly when evaluatedth other factors.

In the current studya significant positive correlation was found betw&#D
level andthe ageand the lengthof marriagein women,but notin men Findings
show that 29years old and younger women have lower PPD lette® older
women.Similarly, in Aydemir's study (2007), there was no correlation between the
age of women and PPD level;y many sudies in the literature, there is no
significant relationshu betweendepressiorlevel of womenand age and marriage
duration( Er e n, 2 020070,3 , O kSaenvl i €&l e2007rd°. me r22 0 004K, u t Kuec
(2013) and Serhan et al. (2013) also stated thatamd marriage duratiomere not
significant variables on EPDS point averagesmen In Rhamchandani's 2011
publication, there as no ageelated prevalence on paternal PPD.

When the age of marriage is compared with R&EI, while it was foundno
significant relationship in womena significant positve correlation was found in
men Similarly, in Aydemir's study (2007), ¢ine was no relationship betweage of
mariage and PP levels of womenGreen et al. (2006) conducted a study in the
United Arab Emirates that late marriage was found to be an effective risk factor for
maternal PPDL n Danaceé' s dé26042)208#1229d K nageiwaze s , I o
determined as a risk factor for PPD: In early age, before the age of 18, the rate of

depression in married women was found to be Highas been repatl in various
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literature that givig birth inadolescencgeriodis a risk factor for PPD in women
(Warner et al ., 1996; Georgiopoul os
MeadowsOliver, 2007).Cultural and religious differences atbought to bethe
reason fowhile the low age bmarriage isconsidered aa risk factor formaternal
PPD in some studieas aprotective factor in sometherstudies.

In the currentstudy, there was no significant agbnship between the time
passed since the deliveand PPD levelA metaaralysis study of Cameron et al.
(2016) involving 74 studiesreported thafPPD rats in men were relatively stable
throughout the transition to parentiagdnot depend on the timing of the evaluation.
As a result of Paulson and Bazemore's (2010) study odrd@es, maternal and
paternal PPD levels were found to be relatively lowhe period of from birtho 3
months postpartum, and relatively high in thet@ 6 month postpartum period.

Paulson and Bazemore (2010) reported that the measurement methoduldealso

et

lead to different outcomes, in studies using questionnaire methods participants

indicated a higher level of PPD thanstudies usingnterview methods.

In the currentstudy, PPD level was found to hava significant positive
relationslip with the number of people livig in the house and the number of
dependants; men butwas not related tthese factors imwomen In the study of the
Comert Ok u t a positive (irtre@ake®gs ,detectedoetween the average
number of people living ithe home and the number @épendantand the average

EPDS scores of thiathers.The number of dependantsdensideredo bea more

significant factorfor fathers.The indirect and negative effect of this factor is mainly

due to the increase in econonggpensesThis is thought to increase the father's

burden and the risk of depression.
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There was a significantegative correlation between PRevel and marital
satisfaction in this studyT he f i ndi ngs of Al kar and Gen
(2003, Kargar et al. (2014) and Pollock et al. (2009) show tbat maital
satisfaction increases PPD risk ahdsefindings supportthe currentstudy.This can
be interpreted as the fact that couples with a happy marriage experience have a lower
risk of depession because theshare tasksat home, share responsibility for child
care, prepare fotheir new roles together and reduce each other's burden and
overcomehese difficult processes easierdypporing each other.

In the currentstudy, PPD levé was found to be significantly negatively
correlated with perceived social suppivam family. It was also determined that the
family subscale had a positiwgggnificantrelationship withthe friendssubscale, the
significant othersubscaleand thetotd MSPSS scoreHowever, PPD level wasot
significantly associated witlperceived social support from thHgends from the
significant otherand with the MSPSS total scofzcording to these findingss the
perceived social suppo from the family inceases, PPD level decreases, but
perceived social support from friends, from significant otirat geneally perceived
social support areot correlatd with PPD level Similarly, Aydemir (2007) found
that maternal PPD was nassociated with social suppohh a study examininghe
relationship between percei social support and PPD level B¢y ¢ kkoca (2
found a significantrelationship between thEPD level and the perceivedocial
support from family friends and significant othefMany other studieslso found
that PPD leveis negativelycorrelatel with social support, suggesting that social
support prevents depression and that lack of social support increases the risk of
depressioriBeck, 2001; Robertson et al., 2004; Aydemir, 2007; Ceyhun Pekeér et

2016; Cutrano, 1986)Serhan et al. (2013) noted that the lack of social support
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known to constitute a risk factor for maternal PPD also plays an important role in the
development of paternal PPD. the currentstudy, only theperceived social suppo
from the family is associated to the PPD nbayattributed to the fathat the sample

size is notargeenough
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CHAPTER VI

CONCLUSION AND RECOMMENDATIONS

6.1. Conclusion

In conclusion, findings of the current studyglicate that

T
T

PPD levels of mothers and fathers are not significantly different.

Whenone ofthe couple experiences PPD, the other alse has increased

risk for experiencing PPD.

Education levelincome level andthe time passed since the delivery do not
effect the level oPPD.

The higher the age and the length of marriage, the higher the PPD level in
women, but not in men.

When marriage age, number of people living in the house, and the number of
dependants increases, PPD level also increases in ntemtlio women.

If the mothers and fathers aratisfied with their marriage, their PPD risk are
lower.

If the mothers and fathers asepported by their family, their PPD risk are
lower.

Individuals who perceive more social support from their familynttee and

significant other, they are more satisfied with their marriage.

6.2. Reccomendations

6.2.1.Reccomendations for clinical practice

Especially in primary carehe fathers should also be called gregnant and

healthychildren followup, andit should be kept in mind th&PD may also occur in

fathers. Mothers and fathers should be followed together for the risk of prenatal and
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pospartumdepression due to pregnancy, and these risks should be determined by
screening tools if necessary.

It is recommend# that those who have a high risk of depression or those who
are diagnosed with depréss should be followed up with theecondry carewith a
multidisciplinary approachThe dfects of a depressioron family membersare
another issue thas recommended to be followed.
6.2.2. Reccomendations for the future research

In order for the results to be generalized to the Turkish societys
recommendd that similar studies should be carried out with wider groups and multi

centers, inclding different sociocultural and economic groups.
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APPENDICES

APPENDIX-A.ETKK KURUL ONAY YAZI SI

BILIMSEL ARASTIRMALAR ETIK KURULU

18.04.2017
Saym Doc. Dr. Ebmu Gakoer,

Bilimsel Arastirmalar Etik Kurulu'na vapmis oldugunuz YDU/SB/2017/26 proje numarali ve
“Babalarda Dogum Sonrasi Depresyon: Evlilik Doyumu ve Sosyal Destek ile Tliskisi™
basglikls proje dnerisi kumilumuzea degerlendirilmis olup, etik olarak uygun bulunmustur. Bu vaz
ile birlikte, bagyuru formunuzda belirttiginiz bilgilerin disina gikmamalk suretivle arastirmaya
baslavabilirsiniz.

Yarduner Dogent Doktor Direng Kanol

Bilimsel Aragtirmalar Etik Kurilu Raportrii

§ ra
o |
C ) livens I'é’v‘?,f
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APPENDIX-B.ARAK TI RMA KZNK

GIRESUN ILI KAML HASTANELERI BIRLIGI GENEL
acxrmm GlRESUN LI KHBGS IDARI

. I|IllllﬁlﬁllIIIIIIIIIIIIIIIIIIIIIIIIIIII
SAGLIK BAKANLIGI

Tiirkiye Kamu Hastaneleri Kurumu Bagkanligi
Giresun [li Kamu Hastaneleri Birligi Genel Sekreterligi

Sayi : 42991614-663.08
Konu : Arastirma Izni
Psk. Irem Bengii SENSOY

GENEL SEKRETERLIK MAKAMINA

Yakin Dogu Universitesi Klinik Psikoloji Yiiksek Lisans ogrencisi irem Bengii
SENSOY'un "Babalarda Dogum Sonrasi Depresyon: Evlilik Doyumu ve Sosyal Destek ile
iliskisi" konulu anket ¢alismasini Birligimize bagli GRU Kadin Dogum ve Cocuk Hastaliklar
Egitim ve Arastirma Hastanesi poliklinigine basvuran hastalar iizerinde 01.04.2017 -
01.06.2017 tarihleri arasinda hizmeti aksatmayacak sekilde goniilliik esasina gére uygulamasi
ve s6z konusu ¢alismanin sonucunun Genel Sekreterligimiz ve Bakanhgimiz bilgisi disinda
ilan edilmemesi kaydiyla yapmasi Bagkanligimizca uygun degerlendirilmekte olup
Makamlarinizca da uygun goriildiigii takdirde Olur'lariniza arz ederim.

Dr. Muhammet AKSU
Idari Hizmetler Bagkani

OLUR
o /2017

Opr.Dr. Hasan H. ARSLANTURK
Genel Sekreter

EKLER:
-Arastirma (32 Sayfa)

Egitim Birimi / Idari Hizmetler Bagkanhg: Bilgi igin:PEMBE YILDIZ
Faks No:04542701004 Unvan:HEMSIRE
e-Posta:pembe.yildiz@saglik.gov.tr Int. Adresi: www.giresunkhb.gov.tr Telefon No:0(454) 270 10 00 - 1165

Evrakin elektronik imzali suretine http://e-belge.saglik.gov.tr adresinden 372c946f-909e-4e61-9b17-47f5e723acc5 kodu ile erigebilirsiniz.
Bu belge 5070 sayili elektronik imza kanuna gore giivenli elektronik imza ile imzalanmustir.
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APPENDIX-C.AYDI NLATI LMI k ONAM

Bu -al ékma, Yakeén Doj u i niversitesi Fen
taraféndan ger-eklexktirilen bir -al ékmad:
Bu -al ekmaneén amacek yashédnbizamadmda -of't
d¢zeylerini ve bununl a incdlemektri | i ol abil ec
Anket t amamen bili msel ama-1|larl a d¢zen
bilgileriniz yer al mayacakt ékt.érS.i z¢ealaéd kma
el de edilen veriler yalnézca istatistik
dojru olarak vermeniz bu anket sonu-1|ar
kull anél maséné sajlayacakteéer.

Tel efon numar anéme sankveet arngknetdenneudy geul and
amacéyla istenmektedir.

Yardeménéz i-in -ok tekekke¢gr ederi m.
Psikolog

Krem Beng¢, kensoy

Yukar éedaki bilgilerin t¢gmegng ayréntel e bi

®
3

onayl adeé

Ksi m:

Kmz a:

Telefon:



Babal

Demogr
sorul a
d¢zeyl

Dah
kesinl

Ssorundu

9%

APPENDIX-D. BKLGKLENDKRME FORMU

arda Dojum Sonrasé Depresyon: EvIi
KIi KKi si

-al ekxkmapalkean amam&nda -ocuk sahibi 0

erini ve bununPalerikbelirbembkl ec:

-al ékmada size bir demografi k bil
afi k bilgi formu sizin yak cinsiye
re i-ermdajfeci son¥Khseéekbeprrespopon dy .
nizin evlilik yakant & nélz nveek taelddi érj.é |
a °nce de belirtildifji gibi, °1-ekl
ikl e gizli kal acakteéer. Ejer a-al éxr

Z varsa bu -al ékmanén arakteér macél

eti Ki me ge- merkall: bemgudersvyt@gnmil.com)k i n me y i |

r arakter maneén sonu-I|lareyl a il gil

enégltakt Eemaki me ge-ebilirsiniz.

Kat él déjénéez &ederimn tekrar

Psikolog
Krem Beng¢ kensoy
Psi kol oj i Bo Il ¢ mg
Yakén Doju | nivers

Lef koka.
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APPENDIX-E. Demografik Bilgi Formu

Cinsiyetiniz:

( ) Kadeén()Erkek

Yakénez: ééeéeéee.

Ejitim d¢gzeyini z:

() Okuryazar (K| k ok ul () Ortaokul () Li sce
Lisans ve ¢s

¢al ékma durumunuz:

() ¢cal ék@eyprctcal ekméeyor

Ayl ék geliriniz: ééééécéecee.

Evliilik yakénéz: éééééeé.

Evliilik s¢resi: eééeéeéeé

Dojum sonrasé d°nem (ay): ¢€eééeéeéé

Ka-éncé dojumunuz?:. ééééecée

Bebejinizin cinsiyeti

() Keéez () Erkek

Bebejinizin cinsiy I nden memnun musunuz"’

et
() Evet ( ) Hayér
Ge b el plgnemeiyzd e ?

() Planl@e ) Planseéez/({ st eRPleamnséz/istenmey
Tedavii | e ger -ekl eken bir gebelik miydi?

() Evet () Hayeér

Cinsiyet beklentiniz var méyde?

() Keéez () Erkek () Fark etmez

K¢e¢rtajl/l degkegk ge-mi Kiniz var meé?
() Ke¢grtaf ) Dekegk( ) Kegrtaj Ve Yak¢ K ¢ K
Kronikbi r hawvtaal eanje&neée z

() Yok ()var (Belirtiniz eeéééééee)
Psikiyatrikb i r h a vtaal enje&né z

() Yok () Var (Belirtiniz eeéeéeéééée)
Ailenizdep i ki yatri k hagt ané®j é ol an biri

() Yok () Var (Belirtiniz: éééééécéeée )
Evde yakayan kiki sayéseée eéeéeé

Bakmakla y¢kéimi¢salesan ééééeé
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APPENDIX-F.E Y ¥

Akajéda evlilik yakaména ilikkin 10 c¢nm
birinin altenda da AfkesinliklIle kat el mé
Akat el éyorumo ve ndkesiinlye&rl ealkma ketl a&dyérr.u m
di kkatl e okuyunuz ve Si zin evliilik yaka
i karetleyiniz.

1LEvIiilikten bekledi klerimin -o0oju ger-ekl
() () () () 0)

Kesinlikle Kat él méyoKamar sEa € él é Kesinlikiem

Kat €l méyorum Kat él éyor um
2EvIi il i Jimizdeki engell erin akéelamaz ol d
() () () () ()

Kesinlikle Kat él méyoKamar sEa € el é Kesinliklem

Kat €l méyorum Katél éyor um
BEvIilijJimizi ounk anlamleée buluy

() () () () ()

Kesinlikle Kat él méyoKamar sEa € el é Kesinliklem

Kat €l méyorum Katél éyor um

4 EvIilijimizde giderek eksilen heyecan b
() () () () ()

Kesinlikle Kat él méyoKamamsEa€eéel éMesinliklem

Kat el méyor um Kat el éyorum
5Ev1i lijimiz zaman zaman bana bir y¢k gil
() () () () ()

Kesinlikle Kat él méyoKamar s&a € el é Kesinliklem

Kat €l méyorum Kat él éyor um
6.Huzurlubirevyga amém var .

() () () () ()

Kesinlikle Kat él méyoKamar sBa € el & Mesinliklem

Kat @€l méyor um Kat el éyorum
7ZEvIilijJimiz her ge-en g¢n daha iyiye do]
() () () () ()

Kesinlikle Kat él méyoKamar s Bat € mé y Kesinlikie

Kat él méyor um Kat él éyorum
8Bizim ilikki-kmoezaiidlkeiakkibsirdkar é

() () () () ()

Kesinlikle Kat él méyoKamar sEa € el é Kesinliklem

Kat él méyor um Kat él éyorum

9 9EKi m beni maindian iayyinéizcanmr kadakt ér

() () () () ()

Kesinlikle Kat él méyoKamar sEa € el é Kesinliklem

Kat él méyor um Kat él éyor um
l0.Bakbaka kal déjéeémez zaman benim caném hi
() () () () ()

Kesinlikle Kat él méyoKamar sEa € el é Kesinliklem

Kat €l méyor um Kat él éyor um
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APPENDIX-G. ¢ BASDzd@en- i r Formai kK
Akajéda 12 c¢mle ve her bir c¢mle alteéend
70ye kadar rakamlar verilmixktir.
Her c¢ml edei zsi°ny lie-niemi me skadar -ok dojru
belirtmek i1 -in o c¢mle alteéendaki rakaml e
i karetleyiniz. Bu kKekilde 12 c¢c¢mlenin h
veriniz.
Letfen hi- bisré ze ¢brd reayk macyeévnaépz . Sizce dojr
Il kKaretleyiniz.
1L.LAilem ve arkadaklarem dekéenda ol an ve
insan (°rnejin, fl°rt, nikanlé, s°zl ¢, al
Kesinlikle hayérlkleevet.2, 3, 4, 5, 6, 7 kesi
2Ail em ve arkadaklarém dékénda ol an ve s
insan (°rnejin, flort, ni kanl e, szl ¢, a |
Kesinlikle hayér 1,2,3,4,5,6,7 kesinlikI:
3Ailem (°rnejin, annefdm, bebadtekle&ain imm) - loa
yardémcée ol maya -al exkeéer.
Kesinlikle hayér 1,2,3,4,5,6,7 kesinlikI:
4. Khti yacem ol an duygusal yardémé ve de
babamdan, eximden, -ocuklarémdan, kardecxk|
Kesi nl i k2[34,5,67akgsalikle dvet
5. Ailem ve arkadakl arém dékéenda ol an ve
(°rnejin, fl°rt, nikanle, s°zl¢,, akraba, |
Kesinlikle hayeér 1,2,3,4,5,6,7 kesinliKkI
6,Ar kadakl arém bana agear -ald téexreryyaarrdé mcéeé ol |
Kesinlikle hayeér 1,2,3,4,5,6,7 kesinliKkI
7Kkl er k°tg¢ gittijinde arkadakl aréma g¢vVv
Kesinlikle hayeér 1,2,3,4,5,6,7 kesinliKkI
8Sorunl arémé ailemle (°rnejin, annemle, |
kardekl ekami €) r k mnu
Kesinlikle hayér 1,2,3,4,5,6,7 kesinlikI:
9.Sevin- ve kederl eri mi payl akabil ecejim ;
Kesinlikle hayér 1,2,3,4,5,6,7 kesinlikI:
10Ai l em ve arkadakl arém dékénda ol an ve
(°rnejinnkanl €rt s°zI ¢, akraba, komku, dok
Kesinlikle hayér 1,2,3,4,5,6,7 kesinliKkI:
11. Kar ar |l ar éme ver mede ailem (°rnejin,
kardekl erim) bana yardémcé ol maya istekl.
Kesinlikle hayeér 1,2,3,4,5,6,7 kesinliKkI
12Sorunl arémé arkadaxkl arémla konuxkabiliri
Kesinlikle hayeér 1,2,3,4,5,6,7 kesinliKkI
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APPENDIX-H. EDSD¥

Yakén zamanl arda bebejiniz ol du. Sizin s
i stiyoruz. Byl elikle simreedamanéwyor uyzar
yalnézca bug¢n dejil son 7 g¢é¢n i -inde, Kk
I fadeyi i karetleyiniz.

Son 7 g¢nder

1) G¢lebiliyor ve olaylarén komik taraf el

Her zaman ol duju kadar
Art kbk pear dej il

Art ék ke&sidmalri ldleg i d
Arték hi- dejil

Son 7 g¢ndegr g

2) Geleceje hevesle bakéeyor um.
Her zaman ol duju kadar
Her zamankinden biraz daha az
Her zamankinden kesinlikle daha az
Hemenheme hi -

Son 7 g¢ndegr
3)Birk eyl er k°tg¢ gittijinde gereksiz yere Kk

Evet, -0jJu zaman
Evet, bazen

¢tok sék dejil
Hayeéer, hi-bir zaman

Son 7 g¢ndegr

4) Nedensiz yere kendimi séekénteélée ya da
Hay é bir,zantam -
tok seyrek
Evet, bazen
Evet, -o0jJu zaman

Son 7 g¢nder g

5) Kyi bir nedeni ol madéjé halde, kor kuy:t
Evet, -o0ju zaman
Evet, bazen
Hay€aodk sék dejil
Hay eé-rbi rhizaman
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Son 7 g¢nder

6) Her «kKkey giderek sértema ye¢kleniyor.
Evet, -o0oju zaman hi- baka -ékaméyorum
Evet, bazen eskisi gibi baka -ékaméyor
Hay€dj,u zaman ol duk-a i yi baka -ékaméyc

Hayér, her zanbdiyorkmh gi bi baka -éka
Son 7 g¢nder g

7) ¥ylesine mutsuzum ki uyumakta zorl aneée:
Evet, -0jJu zaman
Evet, bazen
¢tok sék dejil
Hayér, hi-bir zaman

Son 7 g¢nder g

8) Kendi mi czéent el ¢ ya da -°9kkegn hissedi
Evet, -0jJu zaman
Evet, ol duk-a sék
¢tok sék dejil
Hayeéer, hi-bir zaman

Son 7 g¢nder

9) ¥ylesine mutsuzum ki ajl éyor um.
Evet, -o0ju zaman
Evet, ol duk-a sék
tok seyrek
Hayér, asl a

Son 7 gé¢ndeér g

10) Kendime zarar emarmgeldifdinoédiuni n akl
Evet , ol duk-a sék
Bazen
Hemen hemen hi -
Asla
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